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(57) ABSTRACT

Ilumination devices for impinging light on tissue, for
example within a body cavity of a patient, to induce various
biological effects are disclosed. Biological effects may
include at least one of inactivating and/or inhibiting growth
of one or more pathogens, upregulating a local immune
response, increasing endogenous stores of nitric oxide,
releasing nitric oxide from endogenous stores, and inducing
an anti-inflammatory effect. Wavelengths of light are
selected based on intended biological effects for one or more
of targeted tissue types and targeted pathogens. Light treat-
ments may provide multiple pathogenic biological effects,
either with light of a single wavelength or with light having
multiple wavelengths. Devices for light treatments are dis-
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closed that provide light doses for inducing biological
effects on various targeted pathogens and tissues with
increased efficacy and reduced cytotoxicity. Particular illu-
mination devices are disclosed that provide safe and effec-
tive treatments for upper respiratory tract infections, includ-
ing coronaviridae and orthomyxoviridae.
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ILLUMINATION DEVICES FOR INDUCING
BIOLOGICAL EFFECTS

STATEMENT OF RELATED APPLICATIONS

This application is a continuation of U.S. patent applica-
tion Ser. No. 17/117,889, filed Dec. 10, 2020, now U.S. Pat.
No. 11,147,984, which claims the benefit of provisional
patent application Ser. No. 63/123,631, filed Dec. 10, 2020,
the disclosures of which are hereby incorporated herein by
reference in their entireties.

U.S. patent application Ser. No. 17/117,889 claims the
benefit of provisional patent application Ser. No. 63/075,
010, filed Sep. 4, 2020; provisional patent application Ser.
No. 63/074,970, filed Sep. 4, 2020; provisional patent appli-
cation Ser. No. 63/065,357, filed Aug. 13, 2020; and provi-
sional patent application Ser. No. 62/991,903, filed Mar. 19,
2020, the disclosures of which are hereby incorporated
herein by reference in their entireties.

TECHNICAL FIELD

The present disclosed subject matter relates generally to
devices and methods for impinging light on tissue (e.g.,
phototherapy or light therapy) to induce one or more bio-
logical effects. Additionally, disclosed are methods and
devices for delivering light as a therapeutic treatment for
tissue that comes into contact with or is infected by patho-
gens.

BACKGROUND

Viral infections pose a great challenge to human health,
particularly respiratory tract infections of the Orthomyxo-
viridae (e.g. influenza) and Coronaviridae (e.g. SARS-CoV-
2) families. Additionally, DNA virus including the Papova-
viridae family (e.g. human papillomavirus (HPV)) have
extremely wide prevalence that result in low risk papillomas
of the skin and high risk papillomas of mucosal epithelial
tissue. Infection by the human papillomavirus (HPV) is
currently the most common sexually transmitted disease
(STD).

Various light therapies (e.g., including low level light
therapy (LLLT) and photodynamic therapy (PDT)) have
been publicly reported or claimed to provide various health
related medical benefits—including, but not limited to:
promoting hair growth; treatment of skin or tissue inflam-
mation; promoting tissue or skin healing or rejuvenation;
enhancing wound healing; pain management; reduction of
wrinkles, scars, stretch marks, varicose veins, and spider
veins; treating cardiovascular disease; treating erectile dys-
function; treating microbial infections; treating hyperbiliru-
binemia; and treating various oncological and non-oncologi-
cal diseases or disorders.

Various mechanisms by which phototherapy has been
suggested to provide therapeutic benefits include: increasing
circulation (e.g., by increasing formation of new capillaries);
stimulating the production of collagen; stimulating the
release of adenosine triphosphate (ATP); enhancing porphy-
rin production; reducing excitability of nervous system
tissues; modulating fibroblast activity; increasing phagocy-
tosis; inducing thermal effects; stimulating tissue granula-
tion and connective tissue projections; reducing inflamma-
tion; and stimulating acetylcholine release.

Phototherapy has also been suggested to stimulate cells to
generate nitric oxide. Various biological functions attributed
to nitric oxide include roles as signaling messenger, cyto-
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toxin, antiapoptotic agent, antioxidant, and regulator of
microcirculation. Nitric oxide is recognized to relax vascular
smooth muscles, dilate blood vessels, inhibit aggregation of
platelets, and modulate T cell-mediate immune response.

Nitric oxide is produced by multiple cell types in tissue,
and is formed by the conversion of the amino acid L-argi-
nine to L-citrulline and nitric oxide, mediated by the enzy-
matic action of nitric oxide synthases (NOSs). NOS is a
NADPH-dependent enzyme that catalyzes the following
reaction:

L-arginine+3/2NADPH+H=+20,<scitrulline+nitric
oxide+3/2NADP*

In mammals, three distinct genes encode NOS isozymes:
neuronal (nNOS or NOS-I), cytokine-inducible (iNOS or
NOS-II), and endothelial (eNOS or NOS-III). iNOS and
nNOS are soluble and found predominantly in the cytosol,
while eNOS is membrane associated. Many cells in mam-
mals synthesize iNOS in response to inflammatory condi-
tions.

Skin has been documented to upregulate inducible nitric
oxide synthase expression and subsequent production of
nitric oxide in response to irradiation stress. Nitric oxide
serves a predominantly anti-oxidant role in the high levels
generated in response to radiation.

Nitric oxide is a free radical capable of diffusing across
membranes and into various tissues; however, it is very
reactive, with a half-life of only a few seconds. Due to its
unstable nature, nitric oxide rapidly reacts with other mol-
ecules to form more stable products. For example, in the
blood, nitric oxide rapidly oxidizes to nitrite, and is then
further oxidized with oxyhaemoglobin to produce nitrate.
Nitric oxide also reacts directly with oxyhaemoglobin to
produce methaemoglobin and nitrate. Nitric oxide is also
endogenously stored on a variety of nitrosated biochemical
structures including nitrosoglutathione (GSNO), nitrosoal-
bumin, nitrosohemoglobin, and a large number of nitroso-
cysteine residues on other critical blood/tissue proteins. The
term “nitroso” is defined as a nitrosated compound (nitro-
sothiols (RSNO) or nitrosamines (RNNO)), via either S- or
N-nitrosation. Examples of nitrosated compounds include
GSNO, nitrosoalbumin, nitrosohemoglobin, and proteins
with nitrosated cysteine residue. Metal nitrosyl (M-NO)
complexes are another endogenous store of circulating nitric
oxide, most commonly found as ferrous nitrosyl complexes
in the body; however, metal nitrosyl complexes are not
restricted to complexes with iron-containing metal centers,
since nitrosation also occurs at heme groups and copper
centers. Examples of metal nitrosyl complexes include
cytochrome ¢ oxidase (CCO—NO) (exhibiting 2 heme and
2 copper binding sites), cytochrome ¢ (exhibiting heme
center binding), and nitrosylhemoglobin (exhibiting heme
center binding for hemoglobin and methemoglobin),
embodying endogenous stores of nitric oxide.

SUMMARY

Aspects of the present disclosure relate to devices and
methods for impinging light on a tissue, for example within
a mammalian body and/or a body cavity of a patient, where
the light may include at least one characteristic that exerts or
induces at least one biological effect within or on the tissue.
Biological effects may include at least one of inactivating
and inhibiting growth of one or more combinations of
microorganisms and pathogens, including but not limited to
viruses, bacteria, fungi, and other microbes, among others.
Biological effects may also include one or more of upregu-
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lating a local immune response, stimulating enzymatic gen-
eration of nitric oxide to increase endogenous stores of nitric
oxide, releasing nitric oxide from endogenous stores of
nitric oxide, and inducing an anti-inflammatory effect.
Wavelengths of light may be selected based on at least one
intended biological effect for one or more of the targeted
tissue and the targeted microorganisms or pathogens. In
certain aspects, wavelengths of light may include visible
light in any number of wavelength ranges based on the
intended biological effect. Further aspects involve light
impingement on tissue for multiple microorganisms and/or
multiple pathogenic biological effects, either with light of a
single peak wavelength or a combination of light with more
than one peak wavelength. Devices and methods for light
treatments are disclosed that provide light doses for inducing
biological effects on various targeted pathogens and targeted
tissues with increased efficacy and reduced cytotoxicity.
Light doses may include various combinations of irradi-
ances, wavelengths, and exposure times, and such light
doses may be administered continuously or discontinuously
with a number of pulsed exposures.

Because of the relative costs, both economically and on
the health and well-being of patients, new treatments to
inhibit or eradicate viral infections in tissues, particularly the
mucosal epithelial surfaces like the cervix, mouth, nose,
throat and anus, are greatly needed. Such treatments and
devices therefore are provided for herein.

Phototherapy has attracted significant attention as a thera-
peutic treatment for various maladies and conditions.
Devices for delivering phototherapy to inhibit or eradicate
viral infections and methods of using the same are disclosed
herein. Irradiances of light represented in milliwatts per
centimeter squared (mW/cm?®) have been proposed at a
specific wavelength for a threshold time over a given
duration to yield therapeutic dosages represented in joules
per centimeter squared (J/cm?) which are effective for
inactivating virus or treating viral infections while main-
taining the viability of epithelial tissues. These treatments
can be tailored to the particular tissue being treated, as well
as to the various fluids in the media, such as blood, sputum,
saliva, cervical fluid, and mucous. The total dosage (J/cm?)
to treat an infection can be spread out over multiple admin-
istrations, with each dose applied over seconds or minutes,
and with multiple doses over days or weeks, at individual
doses that treat the infection while minimizing damage to
the particular tissue.

In one aspect, an illumination device comprises: at least
one light source arranged to irradiate light on tissue within
a body cavity, the light configured to induce a biological
effect, the biological effect comprising at least one of
altering a concentration of one or more pathogens within the
body cavity and altering growth of the one or more patho-
gens within the body cavity; a light guide configured to
receive the light from the at least one light source; and a light
guide positioner that is configured to secure the light guide
for providing the light to the tissue within the body cavity.
In certain embodiments, the biological effect comprises both
altering the concentration of the one or more pathogens
within the body cavity and altering the growth of the one or
more pathogens within the body cavity. In certain embodi-
ments, the one or more pathogens comprise at least one of
a virus, a bacteria, and a fungus. In certain embodiments, the
one or more pathogens comprise coronaviridae. In certain
embodiments, the coronaviridae comprises SARS-CoV-2. In
certain embodiments, the biological effect further comprises
at least one of upregulating a local immune response within
the body cavity, stimulating at least one of enzymatic
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generation of nitric oxide to increase endogenous stores of
nitric oxide, and releasing nitric oxide from endogenous
stores of nitric oxide. In certain embodiments, the biological
effect comprises inactivating the one or more pathogens that
are in a cell-free environment in the body cavity. In certain
embodiments, the biological effect comprises inhibiting
replication of the one or more pathogens that are in a
cell-associated environment in the body cavity.

In certain embodiments, the light guide positioner com-
prises a mouthpiece that is configured to engage with one or
more surfaces of an oral cavity of a user. In certain embodi-
ments, the mouthpiece comprises one or more bite guards
for protecting and securing the light guide. In certain
embodiments, the illumination device further comprises a
tongue depressor that is configured to depress the user’s
tongue for providing the light to the oropharynx. In certain
embodiments, the tongue depressor is formed by a portion of
the light guide. In certain embodiments, the illumination
device further comprises a housing that includes the at least
one light source and wherein the light guide and the light
guide positioner are configured to be removably attached to
the housing. In certain embodiments, the illumination device
further comprises a port that is configured to at least one of
charge the illumination device and access data that is stored
in the illumination device.

In certain embodiments, the light includes a first light
characteristic comprising a peak wavelength in a range of
410 nanometers (nm) to 440 nm. In certain embodiments,
irradiating the light on the tissue within the body cavity
comprises administering a dose of light in a range from 0.5
joules per square centimeter (J/cm?) to 100 J/cm?. In certain
embodiments, irradiating the light on the tissue within the
body cavity comprises administering a dose of light with a
light therapeutic index in a range from 2 to 250, the light
therapeutic index being defined as a dose concentration that
reduces tissue viability by 25% divided by a dose concen-
tration that reduces cellular percentage of the one or more
pathogens by 50%.

In another aspect, an illumination device comprises: at
least one light source arranged to irradiate light on tissue of
an oropharynx of a user to induce a biological effect, the
biological effect comprising at least one of altering a con-
centration of one or more pathogens and altering growth of
the one or more pathogens; and a mouthpiece that is con-
figured to engage with one or more surfaces of an oral cavity
of the user to provide the light to the oropharynx. In certain
embodiments, the biological effect comprises altering the
concentration of the one or more pathogens and altering the
growth of the one or more pathogens. In certain embodi-
ments, the one or more pathogens comprise at least one of
a virus, a bacteria, and a fungus. In certain embodiments, the
one or more pathogens comprise coronaviridae. In certain
embodiments, the coronaviridae comprises SARS-CoV-2.

In certain embodiments, the biological effect further com-
prises at least one of upregulating a local immune response,
stimulating at least one of enzymatic generation of nitric
oxide to increase endogenous stores of nitric oxide, and
releasing nitric oxide from endogenous stores of nitric
oxide. In certain embodiments, the mouthpiece is configured
to expand the oral cavity of the user. In certain embodiments,
the illumination device further comprises a light guide that
is configured to receive the light from the at least one light
source. In certain embodiments, the mouthpiece is config-
ured to be removably attached to the light guide. In certain
embodiments, the mouthpiece comprises one or more bite
guards for protecting and securing the light guide. In certain
embodiments, a portion of the light guide forms a tongue
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depressor that is configured to depress the user’s tongue for
providing the light to the oropharynx. In certain embodi-
ments, the light comprises a peak wavelength is a range from
410 nm to 440 nm and irradiating the light on the tissue of
the oropharynx comprises administering a dose of light in a
range from 0.5 J/em® to 100 J/em?. In certain embodiments,
the one or more pathogens comprise coronaviridae and
irradiating the light on the tissue of the oropharynx com-
prises administering a dose of light with a light therapeutic
index in a range from 2 to 250, the light therapeutic index
being defined as a dose concentration that reduces tissue
viability by 25% divided by a dose concentration that
reduces cellular percentage of the one or more pathogens by
50%.

In another aspect, any of the foregoing aspects, and/or
various separate aspects and features as described herein,
may be combined for additional advantage. Any of the
various features and elements as disclosed herein may be
combined with one or more other disclosed features and
elements unless indicated to the contrary herein.

Those skilled in the art will appreciate the scope of the
present disclosure and realize additional aspects thereof after
reading the following detailed description of the preferred
embodiments in association with the accompanying drawing
figures.

BRIEF DESCRIPTION OF DRAWINGS

The accompanying drawing figures incorporated in and
forming a part of this specification illustrate several aspects
of the disclosure, and together with the description serve to
explain the principles of the disclosure.

FIG. 1 is a block diagram of an exemplary illumination
device for increasing concentrations of unbound nitric oxide
within living tissue, according to some embodiments.

FIG. 2 is another block diagram of the exemplary illumi-
nation device of FIG. 1, according to some embodiments.

FIG. 3 is a spectral diagram showing intensity versus
wavelength for exemplary nitric-oxide modulating light,
according to some embodiments.

FIG. 4 is a spectral diagram showing intensity versus
wavelength for exemplary endogenous-store increasing light
and exemplary endogenous-store releasing light, according
to some embodiments.

FIG. 5A is a reaction sequence showing photoactivated
production of nitric oxide (NO) catalyzed by iNOS, fol-
lowed by binding of NO to CCO.

FIG. 5B is an illustration showing how arginine reacts
with oxygen and NADPH, in the presence of NOS1/nNOS,
NOS2/NOS, and NOS3/eNOS, to release unbound nitric
oxide, reduce the NADPH to NADP, and convert arginine to
citrulline.

FIG. 5C is a chart showing the enzymatic generation of
nitric oxide (in keratinocytes), in terms of % cells expressing
iNOS, when exposed to various wavelengths of light, 24
hours after exposure of the keratinocytes to 10 minutes of
irradiation.

FIG. 6A is a chart showing the release of nitric oxide
(umoles/second) vs. time (minutes) from the photoacceptor
GSNO, upon exposure to blue, green, and red wavelengths.

FIG. 6B is an illustration showing the attachment of nitric
oxide to the photoacceptor CCO to form the complex
CCO—NO, and the subsequent release of NO from this
complex upon exposure to endogenous-store releasing light.

FIG. 7 is another block diagram of the exemplary illumi-
nation device of FIG. 1, according to some embodiments.
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FIG. 8 is a spectral diagram showing intensity versus
wavelength for the exemplary nitric-oxide modulating light
illustrated in FIG. 7, according to some embodiments.

FIG. 9 is another block diagram of the exemplary illumi-
nation device of FIG. 1 including additional light emitter(s),
according to some embodiments.

FIG. 10 is another block diagram of the exemplary
illumination device of FIG. 1 including a camera sensor,
according to some embodiments.

FIG. 11 is another block diagram of the exemplary
illumination device of FIG. 1 including additional light
emitter(s) and a camera sensor, according to some embodi-
ments.

FIG. 12 is another block diagram of the exemplary
illumination device of FIG. 1 sized to substantially fit within
a body cavity, according to some embodiments.

FIG. 13 is another block diagram of the exemplary
illumination device of FIG. 1 including a light guide for
directing nitric-oxide modulating light into a body cavity,
according to some embodiments.

FIG. 14 is a side view of an exemplary handheld con-
figuration of the exemplary illumination device of FIG. 13,
according to some embodiments.

FIG. 15 is a front view of the exemplary handheld
configuration of FIG. 14, according to some embodiments.

FIG. 16 is a side view of an exemplary handheld con-
figuration of the exemplary illumination device of FIG. 13,
according to some embodiments.

FIG. 17 is a perspective view of various components of
the exemplary handheld configuration of FIG. 16, according
to some embodiments.

FIG. 18 is a front view of the exemplary handheld
configuration of FIG. 16, according to some embodiments.

FIG. 19 is a perspective view of an exemplary handheld
configuration of the exemplary illumination device of FIG.
13, according to some embodiments.

FIG. 20 is a partially transparent view of an exemplary
handheld configuration of the exemplary illumination device
of FIG. 13, according to some embodiments.

FIG. 21A is a schematic elevation view of at least a
portion of an exemplary illumination device for delivering
nitric-oxide modulating light to tissue in an internal cavity of
a patient, according to one embodiment.

FIG. 21B is a schematic elevation view of at least a
portion of a light emitting device including a concave light
emitting surface for delivering nitric-oxide modulating light
to cervical tissue of a patient, according to one embodiment.

FIG. 21C illustrates the device of FIG. 21B inserted into
a vaginal cavity to deliver nitric-oxide modulating light to
cervical tissue of a patient.

FIG. 21D is a schematic elevation view of at least a
portion of a light emitting device including a probe-defining
light emitting surface for delivering nitric-oxide modulating
light to cervical tissue of a patient according to another
embodiment.

FIG. 21E illustrates the device of FIG. 21D inserted into
a vaginal cavity, with a probe portion of the light-emitting
surface inserted into a cervical opening, to deliver nitric-
oxide modulating light to cervical tissue of a patient.

FIG. 22A is a perspective view of an exemplary straight
light guide, according to at least one embodiment.

FIG. 22B is a perspective view of an exemplary bent light
guide, according to at least one embodiment.

FIG. 23A is a side view of an exemplary straight light
guide, according to at least one embodiment.

FIG. 23B is a side view of an exemplary bent light guide,
according to at least one embodiment.
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FIG. 23C is a side view of an exemplary tapered light
guide, according to at least one embodiment.

FIG. 23D is a side view of an exemplary up-tapered light
guide, according to at least one embodiment.

FIG. 23E is a side view of an exemplary bent light guide
having a 90-degree bend, according to at least one embodi-
ment.

FIG. 24A is a side view of an exemplary bent light guide
having multiple bends, according to at least one embodi-
ment.

FIG. 24B is a side view of an exemplary bulbous light
guide, according to at least one embodiment.

FIG. 24C is a side view of an exemplary curved light
guide, according to at least one embodiment.

FIG. 25A is a side view of an exemplary tapered light
guide, according to at least one embodiment.

FIG. 25B is a front view of the exemplary tapered light
guide of FIG. 25A, according to at least one embodiment.

FIG. 25C is a top view of the exemplary tapered light
guide of FIG. 25A, according to at least one embodiment.

FIG. 26A is a side view of an exemplary split light guide,
according to at least one embodiment.

FIG. 26B is a front view of the exemplary split light guide
of FIG. 26A, according to at least one embodiment.

FIG. 26C is a top view of the exemplary split light guide
of FIG. 26A, according to at least one embodiment.

FIG. 27A is a perspective view of an exemplary light
guide having a circular cross-sectional area and circular
faces, according to at least one embodiment.

FIG. 27B is a perspective view of an exemplary light
guide having a hexagonal cross-sectional area and hexago-
nal faces, according to at least one embodiment.

FIG. 27C is a perspective view of an exemplary light
guide having an elliptical cross-sectional area and elliptical
faces, according to at least one embodiment.

FIG. 27D is a perspective view of an exemplary light
guide having a rectangular cross-sectional area and rectan-
gular faces, according to at least one embodiment.

FIG. 27E is a perspective view of an exemplary light
guide having a pentagonal cross-sectional area and pentago-
nal faces, according to at least one embodiment.

FIG. 27F is a perspective view of an exemplary light
guide having an octagonal cross-sectional area and octago-
nal faces, according to at least one embodiment.

FIG. 27G is a perspective view of an exemplary light
guide having an oval cross-sectional area and oval faces,
according to at least one embodiment.

FIG. 27H is a perspective view of an exemplary light
guide having a triangular cross-sectional area and triangular
faces, according to at least one embodiment.

FIG. 271 is a perspective view of an exemplary light guide
having a semicircular cross-sectional area and semicircular
faces, according to at least one embodiment.

FIG. 27] is a perspective view of an exemplary light guide
having differently shaped cross-sectional areas and faces,
according to at least one embodiment.

FIG. 28A is a side view of an exemplary light guide
having similar faces, according to at least one embodiment.

FIG. 28B is a side view of an exemplary light guide
having dissimilar faces, according to at least one embodi-
ment.

FIG. 28C is a side view of an exemplary light guide
having an irregularly shaped face, according to at least one
embodiment.

FIG. 28D is a side view of an exemplary light guide
having a conical face, according to at least one embodiment.
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FIG. 28E is a side view of an exemplary light guide
having a multifaceted face, according to at least one embodi-
ment.

FIG. 28F is a side view of an exemplary light guide
having a flat face, according to at least one embodiment.

FIG. 28G is a side view of an exemplary light guide
having a convex face, according to at least one embodiment.

FIG. 28H is a side view of an exemplary light guide
having a concave face, according to at least one embodi-
ment.

FIG. 281 is a side view of an exemplary light guide having
a rounded face, according to at least one embodiment.

FIG. 28] is a side view of an exemplary light guide having
a chamfered face, according to at least one embodiment.

FIG. 28K is a side view of an exemplary light guide
having an angled face, according to at least one embodi-
ment.

FIG. 29A is another perspective view of an exemplary
light guide having a circular cross-sectional area and circular
faces, according to at least one embodiment.

FIG. 29B is a cross-sectional view of the light guide of
FIG. 29A having an uncladded core, according to at least one
embodiment.

FIG. 29C is a perspective view of an exemplary light
guide having a square cross-sectional area and square faces,
according to at least one embodiment.

FIG. 29D is a cross-sectional view of the light guide of
FIG. 29C having an uncladded core.

FIG. 29E is a cross-sectional view of an exemplary light
guide having a cladded core, according to at least one
embodiment.

FIG. 29F is another cross-sectional view of an exemplary
light guide having a cladded core, according to at least one
embodiment.

FIG. 30A is a perspective view of an exemplary multicore
light guide, according to at least one embodiment.

FIG. 30B is a cross-sectional view of the exemplary
multicore light guide of FIG. 30A, according to at least one
embodiment.

FIG. 30C is a perspective view of an exemplary flexible
light guide, according to at least one embodiment.

FIG. 31A is a side view of an exemplary multicore light
guide, according to at least one embodiment.

FIG. 31B is a front view of an exemplary configuration of
the multicore light guide of FIG. 31A, according to at least
one embodiment.

FIG. 31C is a front view of an exemplary configuration of
the multicore light guide of FIG. 31A, according to at least
one embodiment.

FIG. 31D is a front view of an exemplary configuration of
the multicore light guide of FIG. 31A, according to at least
one embodiment.

FIG. 32A is a cross-sectional view of an exemplary
hollow light guide having a circular cross-sectional area,
according to at least one embodiment.

FIG. 32B is a cross-sectional view of an exemplary
hollow light guide having a rectangular cross-sectional area,
according to at least one embodiment.

FIG. 32C is a cross-sectional view of an exemplary
hollow light guide having an elliptical cross-sectional area,
according to at least one embodiment.

FIG. 32D is a cross-sectional view of an exemplary
hollow light guide having a hexagonal cross-sectional area,
according to at least one embodiment.

FIG. 33 is a perspective view of an exemplary hollow
light guide, according to at least one embodiment.
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FIG. 34 is a perspective view of another exemplary
hollow light guide, according to at least one embodiment.

FIG. 35 is a top view of an exemplary u-shaped light
guide having an inner reflective surface, according to at least
one embodiment.

FIG. 36A is a cross-sectional view of an exemplary light
guide having a covering cap, according to at least one
embodiment.

FIG. 36B is a cross-sectional view of an exemplary light
guide having a butt dome cap, according to at least one
embodiment.

FIG. 36C is a cross-sectional view of an exemplary light
guide having a butt flat cap, according to at least one
embodiment.

FIG. 36D is a cross-sectional view of an exemplary light
guide having a conical shield, according to at least one
embodiment.

FIG. 36F is a cross-sectional view of an exemplary light
guide having an angled conical shield, according to at least
one embodiment.

FIG. 36F is a cross-sectional view of an exemplary light
guide having a one-sided shield, according to at least one
embodiment.

FIG. 36G is a cross-sectional view of an exemplary light
guide having a perforated shield, according to at least one
embodiment.

FIG. 37 is a block diagram of an exemplary switching
mechanism, according to some embodiments.

FIG. 38 is another block diagram of the exemplary
switching mechanism of FIG. 37, according to some
embodiments.

FIG. 39 is a block diagram of an exemplary system for
controlling and/or managing an illumination device.

FIG. 40 is a flow diagram of an exemplary method for
performing phototherapy operations based on measurements
of living tissue, in accordance with some embodiments.

FIG. 41 is another block diagram of the exemplary
illumination device of FIG. 1 including a light-blocking
light guide, according to some embodiments.

FIG. 42 is another block diagram of the exemplary
illumination device of FIG. 1 including a light-blocking
light guide, according to some embodiments.

FIG. 43 is a side view of an exemplary handheld con-
figuration of the exemplary illumination device of FIG. 1,
according to some embodiments.

FIG. 44 is a front view of the exemplary handheld
configuration of FIG. 43, according to some embodiments.

FIG. 45 is a perspective view of the exemplary handheld
configuration of FIG. 43, according to some embodiments.

FIG. 46 is an exploded view of the exemplary handheld
configuration of FIG. 43, according to some embodiments.

FIG. 47 is a cross-sectional view of the exemplary hand-
held configuration of FIG. 43, according to some embodi-
ments.

FIG. 48A is a perspective view of the exemplary mouth-
piece of FIG. 43, according to some embodiments.

FIG. 48B is a rear view of the exemplary mouthpiece of
FIG. 43, according to some embodiments.

FIG. 48C is a side view of the exemplary mouthpiece of
FIG. 43, according to some embodiments.

FIG. 48D is a front view of the exemplary mouthpiece of
FIG. 43, according to some embodiments.

FIG. 49A is a perspective view of the exemplary light
guide of FIG. 43, according to some embodiments.

FIG. 49B is a rear view of the exemplary light guide of
FIG. 43, according to some embodiments.
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FIG. 49C is a side view of the exemplary light guide of
FIG. 43, according to some embodiments.

FIG. 49D is a front view of the exemplary light guide of
FIG. 43, according to some embodiments.

FIG. 50A is a perspective view of an exemplary remov-
able assembly including the exemplary mouthpiece and light
guide of FIG. 43, according to some embodiments.

FIG. 50B is a rear view of the exemplary removable
assembly of FIG. 50A, according to some embodiments.

FIG. 50C is a side view of the exemplary removable
assembly of FIG. 50A, according to some embodiments.

FIG. 50D is a front view of the exemplary removable
assembly of FIG. 50A, according to some embodiments.

FIG. 51A is a side view of an exemplary handheld
configuration of the exemplary illumination device of FIG.
43 without the removable assembly of FIGS. 50A-50D,
according to some embodiments.

FIG. 51B is a front view of the exemplary handheld
configuration of FIG. 43 without the removable assembly of
FIGS. 50A-50D, according to some embodiments.

FIG. 51C is a perspective view of the exemplary handheld
configuration of FIG. 43 without the removable assembly of
FIGS. 50A-50D, according to some embodiments.

FIG. 52 is a side view of another exemplary configuration
of the exemplary illumination device of FIG. 1, according to
some embodiments.

FIG. 53 is a side view of another exemplary configuration
of the exemplary illumination device of FIG. 1, according to
some embodiments.

FIG. 54A is a front perspective view of an exemplary
handheld configuration of an illumination device for deliv-
ering light to living tissue within or near a user’s oral cavity,
including the oropharynx.

FIG. 54B is a back perspective view of the illumination
device of FIG. 54A.

FIG. 54C is a front view of the illumination device of FIG.
54A.

FIG. 54D is a side view of the illumination device of FIG.
54A.

FIG. 54E is a top view of the of the illumination device
of FIG. 54A.

FIG. 55 is an illustration of an oral cavity.

FIG. 56A is a perspective view of an exemplary cheek
retractor according to certain embodiments.

FIG. 56B is a perspective view of a cheek retractor that
includes a material, such as a filter, that is configured to
block certain wavelengths of light during a phototherapy
treatment.

FIG. 57 is a perspective view of a device for securing a
light source to a user’s nostrils.

FIG. 58 is an illustration of nitric oxide inactivation of
active spike (S) proteins used by coronaviruses to facilitate
endocytosis into human cells.

FIG. 59A is a chart illustrating measured spectral flux
relative to wavelength for different exemplary LED arrays.

FIG. 59B illustrates a perspective view of a testing set-up
for providing light from one or more LED arrays to a
biological test article.

FIG. 60A is a chart illustrating a percent viability for a
peak wavelength of 385 nm for a range of doses.

FIG. 60B is a chart illustrating a percent viability for a
peak wavelength of 405 nm for the same doses of FIG. 60A.

FIG. 60C is a chart illustrating a percent viability for a
peak wavelength of 425 nm for the same doses of FIG. 60A.

FIG. 61A is a chart illustrating percent viability for Vero
E6 cells for antiviral assays performed on ninety-six well
plates at various cell seeding densities.
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FIG. 61B is a chart illustrating percent viability for Vero
E6 cells for antiviral assays performed on forty-eight well
plates at various cell seeding densities.

FIG. 61C is a chart illustrating percent viability for Vero
E6 cells for antiviral assays performed on twenty-four well
plates at various cell seeding densities.

FIG. 62A is a chart illustrating tissue culture infectious
dose (TCIDs,) per milliliter (ml) for the 425 nm light at the
various dose ranges for Vero E6 cells infected with a MOI
of 0.001 SARS-CoV-2 isolate USA-WA1/2020 for 1 hour.

FIG. 62B is a chart illustrating percent reduction in
SARS-CoV-2 replication versus percent cell cytotoxicity for
the doses of light as illustrated in FIG. 62A.

FIG. 63A is a chart illustrating TCID,,/ml for 425 nm
light at various dose ranges for Vero E6 cells infected with
a MOI of 0.01 SARS-CoV-2 isolate USA-WA1/2020 for 1
hour.

FIG. 63B is a chart illustrating percent reduction in
SARS-CoV-2 replication versus percent cell cytotoxicity for
the doses of light as illustrated in FIG. 63A.

FIG. 63C is a table showing an evaluation of SARS-
CoV-2 RNA with reverse transcription polymerase chain
reaction (rRT-PCR) for samples collected for the TCIDj,
assays of FIGS. 63A-63B.

FIG. 64A is a chart illustrating TCIDsy,/ml for 425 nm
light at various dose ranges for Vero 76 cells infected with
a MOI of 0.01 SARS-CoV-2.

FIG. 64B is a chart illustrating percent reduction in
SARS-CoV-2 replication versus percent cell cytotoxicity for
the doses of light as illustrated in FIG. 64A.

FIG. 65 is a chart illustrating TCID,/ml versus various
doses of 625 nm red light for Vero E6 cells infected with a
MOI of 0.01.

FIG. 66A is a chart illustrating a virus assay by TCID,, on
Vero E6 cells for SARS-CoV-2 from a first laboratory.

FIG. 66B is a chart illustrating a virus assay by TCID,, on
Vero E6 cells for SARS-CoV-2 from a first laboratory.

FIG. 67A is a chart indicating that Vero E6 cells do not
show decreased viability under 530 nm light at doses
ranging from 0-180 J/cm?.

FIG. 67B is a chart indicating that Vero E6 cells do not
show decreased viability under 625 nm light at doses
ranging from 0-240 J/cm?.

FIG. 68A is a chart showing raw luminescence values
(RLU) for different seedings of Vero E6 cell densities and
various doses of light (J/cm?).

FIG. 68B is a chart showing percent viability for the
different seedings of Vero E6 cell densities and various doses
of light of FIG. 68A.

FIG. 68C is a chart comparing RLU versus total cell
number to show that CTG is an effective reagent for mea-
suring cell densities of above 10° Vero E6 cells.

FIG. 69A is a chart of TCID,,/ml versus dose at 24 hours
and 48 hours post infection for Calu-3 cells infected with
SARS-CoV-2.

FIG. 69B is a chart showing the percent reduction in
SARS-Cov-2 compared with percent cytotoxicity, for the
Calu-3 cells of FIG. 69A.

FIG. 70A is a chart illustrating percent reduction in
SARS-CoV-2 replication versus percent cell cytotoxicity for
Vero E6 cells infected with a MOI 0f 0.01 after various doses
of light at 425 nm.

FIG. 70B is a chart illustrating percent reduction in
SARS-CoV-2 replication versus percent cell cytotoxicity for
Vero E6 cells infected with a MOI of 0.001 after various
doses of light at 425 nm.
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FIG. 70C is a chart representing percent viability at
various doses for primary human tracheal/bronchial tissue
from a single donor after various doses of light at 425 nm.

FIG. 71A is a chart illustrating percent reduction in
SARS-CoV-2 replication versus percent cell cytotoxicity for
Vero E6 cells infected with a MOI of 0.01 after various doses
of light at 450 nm.

FIG. 71B is a chart illustrating percent reduction in
SARS-CoV-2 replication versus percent cell cytotoxicity for
Vero E6 cells infected with a MOI of 0.001 after various
doses of light at 450 nm.

FIG. 71C is a chart representing percent viability at
various doses for primary human tracheal/bronchial tissue
from a single donor after various doses of light at 450 nm.

FIG. 72 is a table summarizing the results illustrated in
FIGS. 70A-70C and 71A-71C.

FIG. 73A is a chart showing the titer of WT influenza A
virus based on remaining viral loads for different initial viral
doses after treatment with different doses of 425 nm light.

FIG. 73B is a chart showing the titer of Tamiflu-resistant
influenza A virus based on remaining viral load for a single
initial viral dose after treatment of different doses of 425 nm
light.

FIG. 74A is a chart showing the TCID,,/ml versus energy
dose for WT-influenza A treated with light at 425 nm at
various doses with a MOI for the WT-influenza A of 0.01.

FIG. 74B is a chart showing the percent reduction in viral
loads of WT-influenza A and percent cytotoxicity against the
treated cells when influenza A-infected Madin-Darby
Canine Kidney (MDCK) cells were exposed to 425 nm light
at various doses and a MOI for the WT-influenza A was
provided at 0.01.

FIG. 74C illustrates the TCID,, of cells infected with
WT-influenza A and treated with 425 nm light at various
doses with a MOI for the WT-influenza A of 0.1.

FIG. 74D illustrates the percent reduction in viral loads of
WT-influenza A and percent cytotoxicity against the treated
cells when influenza A-infected Madin-Darby Canine Kid-
ney (MDCK) cells were exposed to 425 nm light at various
doses and a MOI for the WT-influenza A was provided at
0.1.

FIG. 75A is a chart showing the effectiveness of light at
405, 425, 450, and 470 nm and administered with a dose of
58.5 J/em?, in terms of hours post-exposure, at killing P
aeruginosa.

FIG. 75B is a chart showing the effectiveness of light at
405, 425, 450, and 470 nm, and administered with a dose of
58.5 J/em?, in terms of hours post-exposure, at killing S.
aeurus.

FIG. 76A is a chart showing the effectiveness of light at
425 nm and administered with doses ranging from 1 to 1000
Jiem? at killing P. aeruginosa.

FIG. 76B is a chart showing the effectiveness of light at
425 nm and administered with doses ranging from 1 to 1000
J/em? at killing S. aureus.

FIG. 77A is a chart showing the effectiveness of light at
405 nm and administered with doses ranging from 1 to 1000
J/em? at killing P. aeruginosa.

FIG. 77B is a chart showing the effectiveness of light at
405 nm and administered with doses ranging from 1 to 1000
J/em? at killing S. aureus.

FIG. 78 is a chart showing the toxicity of 405 nm and 425
nm light in primary human aortic endothelial cells (HAEC).

FIG. 79A is a chart showing the bacterial log,, reduction
and the % loss of viability of infected AIR-100 tissues
following exposure of the tissue to doses of light ranging
from 4 to 512 J/em2 at 405 nm.
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FIG. 79B is a chart showing the bacterial log,, reduction
and the % loss of viability of infected AIR-100 tissues
following exposure of the tissue to doses of light ranging
from 4 to 512 J/em?2 at 425 nm.

FIG. 79C is a chart showing the bacterial log;, , reduction
and the % loss of viability of infected AIR-100 tissues with
gram negative bacteria (e.g., P. aeruginosa) following expo-
sure of the tissue to doses of light ranging from 4 to 512
J/em? at 405 nm.

FIG. 79D is a chart showing the bacterial log,, reduction
and the % loss of viability of infected AIR-100 tissues with
gram negative bacteria (e.g., P. aeruginosa) following expo-
sure of the tissue to doses of light ranging from 4 to 512
J/em? at 425 nm.

FIG. 79E is a chart showing the bacterial log, , reduction
and the % loss of viability of infected AIR-100 tissues with
gram positive bacteria (e.g., S. aureus) following exposure
of the tissue to doses of light ranging from 4 to 512 J/cm?
at 405 nm.

FIG. 79F is a chart showing the bacterial log,, reduction
and the % loss of viability of infected AIR-100 tissues with
gram positive bacteria (e.g., S. aureus) following exposure
of the tissue to doses of light ranging from 4 to 512 J/cm?
at 425 nm.

FIGS. 80A-801J are a series of charts showing the effect of
light at 405 nm and 425 nm, at differing dosage levels, in
terms of bacterial survival vs. dose (J/cm?) for both P
aeruginosa and S. aureus bacteria.

FIG. 81 is a table summarizing the light therapeutic index
(LTD) calculations and corresponding bactericidal doses for
the bacterial experiments illustrated in FIGS. 79A-80.

FIG. 82 is a chart showing the effect of 425 nm light at
various doses at killing P. aeuriginosa over a period of time
from O hours, 2 hours, 4 hours, and 22.5 hours.

FIG. 83 is a chart showing that whether all of the light
(J/cm?) is administered in one dose or in a series of smaller
doses, the antimicrobial effect (average CFU/ml) vs. dose
(J/em*xnumber of treatments) is largely the same, at 8 hours
and 48 hours post-administration.

FIG. 84A is a chart showing the treatment of a variety of
drug-resistant bacteria (Average CFU/ml) vs. dose (J/cm?) at
24 hours post-exposure.

FIG. 84B is a table summarizing the tested bacteria
species and strains.

FIG. 84C is a table that summarizes the efficacy of twice
daily dosing of 425 nm light against difficult-to-treat clinical
lung pathogens.

DETAILED DESCRIPTION

The embodiments set forth below represent the necessary
information to enable those skilled in the art to practice the
embodiments and illustrate the best mode of practicing the
embodiments. Upon reading the following description in
light of the accompanying drawing figures, those skilled in
the art will understand the concepts of the disclosure and
will recognize applications of these concepts not particularly
addressed herein. It should be understood that these con-
cepts and applications fall within the scope of the disclosure
and the accompanying claims.

It should be understood that, although the terms first,
second, etc. may be used herein to describe various ele-
ments, these elements should not be limited by these terms.
These terms are only used to distinguish one element from
another. For example, a first element could be termed a
second element, and, similarly, a second element could be
termed a first element, without departing from the scope of
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the present disclosure. As used herein, the term “and/or”
includes any and all combinations of one or more of the
associated listed items.

It should be understood that when an element such as a
layer, region, or substrate is referred to as being “on” or
extending “onto” another element, it can be directly on or
extend directly onto the other element or intervening ele-
ments may also be present. In contrast, when an element is
referred to as being “directly on” or extending “directly
onto” another element, there are no intervening elements
present. Likewise, it will be understood that when an ele-
ment such as a layer, region, or substrate is referred to as
being “over” or extending “over” another element, it can be
directly over or extend directly over the other element or
intervening elements may also be present. In contrast, when
an element is referred to as being “directly over” or extend-
ing “directly over” another element, there are no intervening
elements present. It should also be understood that when an
element is referred to as being “connected” or “coupled” to
another element, it can be directly connected or coupled to
the other element or intervening elements may be present. In
contrast, when an element is referred to as being “directly
connected” or “directly coupled” to another element, there
are no intervening elements present.

It should be understood that, although the terms “upper,”
“lower,” “bottom,” “intermediate,” “middle,” “top,” and the
like may be used herein to describe various elements, these
elements should not be limited by these terms. These terms
are only used to distinguish one element from another. For
example, a first element could be termed an “upper” element
and, similarly, a second element could be termed an “upper”
element depending on the relative orientations of these
elements, without departing from the scope of the present
disclosure.

The terminology used herein is for the purpose of describ-
ing particular embodiments only and is not intended to be
limiting of the disclosure. As used herein, the singular forms
“a,” “an,” and “the” are intended to include the plural forms
as well, unless the context clearly indicates otherwise. It will
be further understood that the terms “comprises,” “compris-
ing,” “includes,” and/or “including” when used herein
specify the presence of stated features, integers, steps,
operations, elements, and/or components, but do not pre-
clude the presence or addition of one or more other features,
integers, steps, operations, elements, components, and/or
groups thereof.

Unless otherwise defined, all terms (including technical
and scientific terms) used herein have the same meaning as
commonly understood by one of ordinary skill in the art to
which this disclosure belongs. It will be further understood
that terms used herein should be interpreted as having
meanings that are consistent with their meanings in the
context of this specification and the relevant art and will not
be interpreted in an idealized or overly formal sense unless
expressly so defined herein.

Embodiments are described herein with reference to sche-
matic illustrations of embodiments of the disclosure. As
such, the actual dimensions of the layers and elements can
be different, and variations from the shapes of the illustra-
tions as a result, for example, of manufacturing techniques
and/or tolerances, are expected. For example, a region
illustrated or described as square or rectangular can have
rounded or curved features, and regions shown as straight
lines may have some irregularity. Thus, the regions illus-
trated in the figures are schematic and their shapes are not
intended to illustrate the precise shape of a region of a device
and are not intended to limit the scope of the disclosure.
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Additionally, sizes of structures or regions may be exagger-
ated relative to other structures or regions for illustrative
purposes and, thus, are provided to illustrate the general
structures of the present subject matter and may or may not
be drawn to scale. Common elements between figures may
be shown herein with common element numbers and may
not be subsequently re-described.

Aspects of the present disclosure relate to devices and
methods for impinging light on a mammalian tissue, for
example within a body and/or a body cavity of a patient,
where the light may include at least one characteristic that
exerts or induces at least one biological effect within or on
the tissue. Biological effects may include at least one of
inactivating and inhibiting growth of one or more combi-
nations of microorganisms and pathogens, including but not
limited to viruses, bacteria, fungi, and other microbes,
among others. Biological effects may also include one or
more of upregulating a local immune response, stimulating
enzymatic generation of nitric oxide to increase endogenous
stores of nitric oxide, releasing nitric oxide from endog-
enous stores of nitric oxide, and inducing an anti-inflam-
matory effect. Wavelengths of light may be selected based
on at least one intended biological effect for one or more of
the targeted tissue and the targeted microorganisms or
pathogens. In certain aspects, wavelengths of light may
include visible light in any number of wavelength ranges
based on the intended biological effect. Further aspects
involve light impingement on tissue for multiple microor-
ganisms and/or multiple pathogenic biological effects, either
with light of a single peak wavelength or a combination of
light with more than one peak wavelength. Devices and
methods for light treatments are disclosed that provide light
doses for inducing biological effects on various targeted
pathogens and targeted tissues with increased efficacy and
reduced cytotoxicity. Light doses may include various com-
binations of irradiances, wavelengths, and exposure times,
and such light doses may be administered continuously or
discontinuously with a number of pulsed exposures.

Microorganisms, including disease-causing pathogens,
typically invade tissues of the human body via two primary
routes: mucosal surfaces within body cavities, such as the
mucous membranes or mucosae of the respiratory tract, and
epithelial surfaces outside of the body. There are a number
of respiratory infections with disease-causing agents, includ-
ing viruses and bacteria. Examples include Orthomyxoviri-
dae (e.g., influenza), colds, coronaviridae (e.g., coronavi-
rus), and picornavirus infections, tuberculosis, pneumonia,
and bronchitis. Most infections begin when a subject is
exposed to pathogen particles, which enter the body through
the mouth, nose, and ears. For viral infections, three require-
ments typically must be satisfied to ensure successful infec-
tion in an individual host. Namely, a sufficient amount of the
virus must be available to initiate infection, cells at the site
of infection must be accessible, susceptible, and permissive
for the virus, and local host anti-viral defense systems must
be absent or initially ineffective.

Conventional treatments for respiratory infections typi-
cally involve systemic administration of antimicrobials,
which can, unfortunately, lead to drug resistance and gastro-
intestinal distress. Devices and methods for treating, pre-
venting, or reducing the biological activity of pathogens
while they are in the mouth, nose, and/or ears, and before
they travel to the lungs or elsewhere in the body, in contrast,
would be particularly beneficial. In particular, such devices
and methods could prevent infection by reducing microbial
load before pathogens enter the lungs, decreasing the ability
for penetration into cells at the site of infection, and ampli-
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fying host defense systems, all of which may minimize or
avoid the need for traditional antimicrobial medicines.

The present disclosure is generally directed to illumina-
tion devices, apparatus, and methods for impinging light
onto living tissue in order to induce one or more therapeutic
biological effects. In various aspects, induced biological
effects may include least one of inactivating microorganisms
that are in a cell-free environment, inhibiting replication of
microorganisms that are in a cell-associated environment,
upregulating a local immune response, stimulating enzy-
matic generation of nitric oxide to increase endogenous
stores of nitric oxide, releasing nitric oxide from endog-
enous stores of nitric oxide, and inducing an anti-inflam-
matory effect. In certain aspects, the light may be referred to
as nitric-oxide modulating light to increase concentrations of
unbound nitric oxide within living tissue. As will be
explained in greater detail below, embodiments of the pres-
ent disclosure may administer light at one or more wave-
lengths as a Pre-Exposure Prophylaxis (PrEP) or a Post-
Exposure Prophylaxis (PEP) in order to (1) eliminate
pathogens in or on tissue of the ears, nose, mouth, throat, or
other body cavities and/or (2) amplify host defense systems.
Embodiments of the present disclosure may be used to
prevent and/or treat respiratory infections and other infec-
tious diseases. For example, in one embodiment, a hand-
held illumination device may administer light at one or more
wavelengths as a prophylactic measure to reduce viral
infectivity and incidence of COVID-19 in individuals who
have been infected or believe they may have been exposed
to SARS-CoV-2 virus. In certain aspects, illumination
devices of the present disclosure may be provided or
referred to as phototherapeutic and/or phototherapy devices.

The term “phototherapy™ relates to the therapeutic use of
light. As used herein, phototherapy is used to treat or prevent
microbial infections, including viral infections of the body
including mucosal epithelial tissues in the vaginal cavity,
anal canal, oral cavity, the auditory canal, the upper respi-
ratory tract and esophagus.

The mechanisms by which the wavelengths of light are
effective can vary, depending on the wavelength that is
administered. Biological effects, including antimicrobial
effects, can be provided over a wide range of wavelengths,
including UV ranges, visible light ranges, and infrared
ranges. The effects vary depending on the mechanism by
which the light is antimicrobial, and the wavelengths that
bring about these mechanisms.

An illumination device for the treatment of pathogen
infected tissues and/or for inducing one or more biological
effects may take any form suitable for delivering light to the
infected tissue. The device will contain a light source
capable of emitting a suitable light profile that can provide
one or more direct or indirect biological effects. A light
profile can be represented with a graph of emission intensity
versus wavelength of light for any particular light source.
Disclosed herein are light sources with light profiles in the
visible spectrum, for example with light emissions with peak
wavelengths primarily in a range from 400 nm to 700 nm.
Depending on the target application, light profiles may also
include infrared or near-infrared peak wavelengths at or
above 700 nm, or ultraviolet peak wavelengths at or below
400 nm. In certain embodiments, light emissions may have
a single peak wavelength in a range from 200 nm to 900 nm,
or in a range from 400 nm to 490 nm, or in a range from 400
nm to 435 nm, or in a range from 400 nm to 420 nm, or in
a range from 410 nm to 440 nm, or in a range from 420 nm
to 440 nm, or in a range from 450 nm to 490 nm, or in a
range from 500 nm to 900 nm, or in a range from 490 nm
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to 570 nm, or in a range from 510 nm to 550 nm, or in a
range from 520 nm to 540 nm, or in a range from 525 nm
to 535 nm, or in a range from 528 nm to 532 nm, or in a
range from 320 nm to 400 nm, or in a range from 350 nm
to 395 nm, or in a range from 280 nm to 320 nm, or in a
range from 320 nm to 350 nm, or in a range from 200 nm
to 280 nm, or in a range from 260 nm to 270 nm, or in a
range from 240 nm to 250 nm, or in a range from 200 nm
to 225 nm. In further embodiments, light emissions may
include multiple peak wavelengths selected from any of the
above listed ranges, depending on the target application and
desired biological effects. Depending on the target applica-
tion, full width half maximum (FWHM) values for any of
the above-described peak wavelength ranges may be less
than or equal to 100 nm, or less than or equal to 90 nm, or
less than or equal to 40 nm, or less than or equal to 20 nm.
In certain aspects, lower FWHM values are typically asso-
ciated with single emission color LEDs in any of the
above-described wavelength bands. Larger FWHM values
(e.g., from 40 nm to 100 nm) may be associated with
phosphor-converted LEDs where spectral bandwidths are a
combination of LED emissions and phosphor-converted
emissions. Exemplary phosphor-converted LEDs that may
be applicable to the present disclosure are phosphor-con-
verted amber LEDs having peak wavelengths in a range
from 585 nm to 600 nm and FWHM values in a range from
70 nm to 100 nm, and phosphor-converted mint and/or lime
LEDs having peak wavelengths in a range from 520 nm to
560 nm. Additional embodiments of the present disclosure
may also be applicable to broad spectrum white LEDs that
may include an LED with a peak wavelength in a range from
400 nm to 470 nm, and one or more phosphors to provide the
broad emission spectrum. In such embodiments, a broad
spectrum LED may provide certain wavelengths that induce
one or more biological effects while also providing broad
spectrum emissions to the target area for illumination. In this
regard, light impingement on tissue for single and/or mul-
tiple microorganisms and/or multiple pathogenic biological
effects may be provided with light of a single peak wave-
length or a combination of light with more than one peak
wavelength.

Doses of light to induce one or more biological effects
may be administered with one or more light characteristics,
including peak wavelengths, radiant flux, and irradiance to
target tissues. [rradiances to target tissues may be provided
in a range from 0.1 milliwatts per square centimeter (mW/
cm?) to 200 mW/cm?, or in a range from 5 mW/cm? to 200
mW/cm?, or in a range from 5 mW/cm? to 100 mW/ecm?, or
in a range from 5 mW/cm? to 60 mW/cm?>, or in a range from
60 mW/cm® to 100 mW/cm?, or in a range from 100
mW/ecm? to 200 mW/cm?®. Such irradiance ranges may be
administered in one or more of continuous wave and pulsed
configurations, including LED-based photonic devices that
are configured with suitable power (radiant flux) to irradiate
a target tissue with any of the above-described ranges. A
light source for providing such irradiance ranges may be
configured to provide radiant flux values from the light
source of at least 5 mW, or at least 10 mW, or at least 15 mW,
or at least 20 mW, or at least 30 mW, or at least 40 mW, or
at least 50 mW, or at least 100 mW, or at least 200 mW, or
in a range of from 5 mW to 200 mW, or in a range of from
5 mW to 100 mW, or in a range of from 5 mW to 60 mW,
or in a range of from 5 mW to 30 mW, or in a range of from
5 mW to 20 mW, or in a range of from 5 mW to 10 mW, or
in a range of from 10 mW to 60 mW, or in a range of from
20 mW to 60 mW, or in a range of from 30 mW to 60 mW,
or in a range of from 40 mW to 60 mW, or in a range of from
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60 mW to 100 mW, or in a range of from 100 mW to 200
mW, or in a range of from 200 mW to 500 mW, or in another
range specified herein. Depending on the configuration of
one or more of the light source, the corresponding illumi-
nation device, and the distance away from a target tissue, the
radiant flux value for the light source may be higher than the
irradiance value at the tissue.

While certain peak wavelengths for certain target tissue
types may be administered with irradiances up to 1 W/cm?
without causing significant tissue damage, safety consider-
ations for other peak wavelengths and corresponding tissue
types may require lower irradiances, particularly in continu-
ous wave applications. In certain embodiments, pulsed irra-
diances of light may be administered, thereby allowing safe
application of significantly higher irradiances. Pulsed irra-
diances may be characterized as average irradiances that fall
within safe ranges, thereby providing no or minimal damage
to the applied tissue. In certain embodiments, irradiances in
a range from 0.1 W/cm? to 10 W/cm? may be safely pulsed
to target tissue.

Administered doses of light, or light doses, may be
referred to as therapeutic doses of light in certain aspects.
Doses of light may include various suitable combinations of
the peak wavelength, the irradiance to the target tissue, and
the exposure time period. Particular doses of light are
disclosed that are tailored to provide safe and effective light
for inducing one or more biological effects for various types
of pathogens and corresponding tissue types. In certain
aspects, the dose of light may be administered within a
single time period in a continuous or a pulsed manner. In
further aspects, a dose of light may be repeatably adminis-
tered over a number of times to provide a cumulative or total
dose over a cumulative time period. By way of example, a
single dose of light as disclosed herein may be provided over
a single time period, such as in a range from 10 microsec-
onds to no more than an hour, or in a range from 10 seconds
to no more than an hour, while the single dose may be
repeated at least twice to provide a cumulative dose over a
cumulative time period, such as a 24-hour time period. In
certain embodiments, doses of light are described that may
be provided in a range from 0.5 joules per square centimeter
(J/cm?) to 100 J/em?, or in a range from 0.5 J/em? to 50
J/em?, or in a range from 2 J/cm?® to 80 J/cm?, or in a range
from 5 J/em? to 50 J/em?, while corresponding cumulative
doses may be provided in a range from 1 Jem?® to 1000
J/em?, or in a range from 1 J/em? to 500 J/cm?, or in a range
from 1 J/cm? to 200 J/cm?, or in a range from 1 J/cm? to 100
J/em?, or in a range from 4 J/cm? to 160 J/cm?, or in a range
from 10 J/em?® to 100 J/cm?, among other discloses ranges.
In a specific example, a single dose may be administered in
a range from 10 J/cm? to 20 J/cm?, and the single dose may
be repeated twice a day for four consecutive days to provide
a cumulative dose in a range from 80 J/em? to 160 J/cm?. In
another specific example, a single dose may be administered
at about 30 J/cm?, and the single dose may be repeated twice
a day for seven consecutive days to provide a cumulative
dose of 420 J/cm?.

In still further aspects, light for inducing one or more
biological effects may include administering different doses
of light to a target tissue to induce one or more biological
effects for different target pathogens. As disclosed herein, a
biological effect may include altering a concentration of one
or more pathogens within the body and altering growth of
the one or more pathogens within the body. The biological
effect may include at least one of inactivating the first
pathogen in a cell-free environment, inhibiting replication of
the first pathogen in a cell-associated environment, upregu-
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lating a local immune response in the mammalian tissue,
stimulating enzymatic generation of nitric oxide to increase
endogenous stores of nitric oxide in the mammalian tissue,
releasing nitric oxide from endogenous stores of nitric oxide
in the mammalian tissue, and inducing an anti-inflammatory
effect in the mammalian tissue. As further disclosed herein,
a pathogen may include a virus, a bacteria, and a fungus, or
other any other types of microorganisms that can cause
infections. Notably, light doses as disclosed herein may
provide non-systemic and durable effects to targeted tissues.
Light can be applied locally and without off-target tissue
effects or overall systemic effects associated with conven-
tional drug therapies which can spread throughout the body.
In this regard, phototherapy may induce a biological effect
and/or response in a target tissue without triggering the same
or other biological responses in other parts of the body.
Phototherapy as described herein may be administered with
safe and effective doses that are durable. For example, a dose
may be applied for minutes at a time, one to a few times a
day, and the beneficial effect of the phototherapy may
continue in between treatments.

Light sources may include one or more of LEDs, OLEDs,
lasers and other lamps according to aspects of the present
disclosure. Lasers may be used for irradiation in combina-
tion with optical fibers or other delivery mechanisms. A
disadvantage of using a laser is that it may require sophis-
ticated equipment operated by highly skilled professionals to
ensure proper laser radiation protection, thereby increasing
costs and reducing accessibility. LEDs are solid state elec-
tronic devices capable of emitting light when electrically
activated. LEDs may be configured across many different
targeted emission spectrum bands with high efficiency and
relatively low costs. In this regard, LEDs are comparatively
simpler devices that operate over much wider ranges of
current and temperature, thereby providing an effective
alternative to expensive laser systems. Accordingly, LEDs
may be used as light sources in photonic devices for pho-
totherapy applications. Light from an LED is administered
using a device capable of delivering the requisite power to
a targeted treatment area or tissue. High power LED based
devices can be employed to fulfill various spectral and
power needs for a variety of different medical applications.
LED-based photonic devices described herein may be con-
figured with suitable power to provide irradiances as high as
100 mW/em?, or 200 mW/cm? in the desired wavelength
range. An LED array in this device can be incorporated into
an irradiation head, hand piece and or as an external unit.
When incorporated into a hand piece or irradiation head, risk
of eye or other organs being exposed to harmful radiation
may be avoided.

According to aspects of the present disclosure, exemplary
target tissues and cells light treatments may include one or
more of epithelial tissue, mucosal tissue, connective tissue,
muscle tissue, cervical tissue, dermal tissue, mucosal epi-
thelial tissues in the vaginal cavity, anal canal, oral cavity,
the auditory canal, the upper respiratory tract and esophagus,
keratinocytes, fibroblasts, blood, sputum, saliva, cervical
fluid, and mucous. Light treatments may also be applied to
and/or within organs, to external body surfaces, and within
any mammalian body and/or body cavity, for example the
oral cavity, esophageal cavity, throat, and vaginal cavity,
among others.

Features from any of the embodiments described herein
may be used in combination with one another in accordance
with the general principles described herein. These and other
embodiments, features, and advantages will be more fully
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understood upon reading the following detailed description
in conjunction with the accompanying drawings and claims.

FIG. 1is an illustration of an exemplary configuration 100
of an illumination device 102 for delivering light 130 to
body tissue 104 to induce at least one biological effect. As
previously described, induced biological effects may include
least one of inactivating microorganisms that are in a cell-
free environment, inhibiting replication of microorganisms
that are in a cell-associated environment, upregulating a
local immune response, stimulating enzymatic generation of
nitric oxide to increase endogenous stores of nitric oxide,
releasing nitric oxide from endogenous stores of nitric
oxide, and inducing an anti-inflammatory effect. In certain
aspects, the light 130 may be configured as nitric-oxide
modulating light in order to increase concentrations of
unbound nitric oxide within body tissue 104. As shown in
FIG. 1, the illumination device 102 may include one or more
light emitter(s) 120 operable to emit the light 130 onto a
treatment area 140 of the body tissue 104. The light emitter
(s) 120 may be positioned so that one or more portions of the
light 130 impinge the treatment area 140 with an angle of
incidence of 90 degrees with a tolerance of plus or minus 10
degrees, although other angles of incidence may also be
employed. The light emitter(s) 120 may also be configured
to provide a beam uniformity of the light 130 of no more
than about 20%, or no more than about 15%, or no more than
about 10% of a range over mean at the treatment area 140.
Such beam uniformity values may be determined based on
selection of optics and/or waveguides for the light emitter(s)
120. In certain embodiments, the light emitter(s) 120 may be
capable of providing an irradiance to the treatment area 140
of up to about 45 mW/cm? when positioned at a distance of
about 96 mm from the treatment area 140, or up to about 60
mW/cm? when positioned at a distance of about 83 mm from
the treatment area 140, or up to about 80 mW/cm® when
positioned at a distance of about 70 mm from the treatment
area 140. The above irradiance values are provided as an
example. In practice the irradiance values may be configured
in other ranges based on the application. The light emitter(s)
120 may include any light source capable of emitting or
stimulating one or more of the biological effects. Examples
of light emitter(s) 120 may include, without limitation,
light-emitting diodes (LEDs), organic light-emitting diodes
(OLEDs), superluminescent diodes (SLDs), lasers, and/or
any combinations thereof. Where a light emitter is described
as emitting light of a wavelength or a range of wavelengths,
and where light is referred to as having a wavelength (e.g.,
a wavelength of 415 nanometers (nm)), because most light
emitters (particularly those other than laser diodes) may emit
light of different wavelengths within a range of wavelengths,
it should be understood that the wavelength value may refer
to the dominant wavelength of the light, the peak wave-
length of the light, the centroid wavelength of the light,
and/or a wavelength that is within 3 nm of at least 50 percent
of an emission spectrum of the light. Unless otherwise
specified in the present disclosure, various embodiments are
provided below with reference to peak wavelengths.

The illumination device 102 may further include (1)
emitter-driving circuitry 110 operable to control output of
light emitter(s) 120 and (2) one or more sensors (e.g.,
sensors 115 and 125) operable to sense or measure attributes
of illumination device 102, light emitter(s) 120, nitric-oxide
modulating light 130, treatment area 140, body tissue 104,
and/or the environment within which illumination device
102 operates. As will be explained in greater detail below,
emitter-driving circuitry 110 may control the output of
light-emitter(s) 120 based on information collected via sen-
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sors 115 and 125. Examples of sensors 115 and 125 include,
without limitation, temperature sensors, photo sensors,
image sensors, proximity sensors, blood pressure or other
pressure sensors, chemical sensors, biosensors (e.g., heart
rate sensors, body temperature sensors, sensors that detect
the presence or concentration of chemical or biological
species, or other conditions), accelerometers, moisture sen-
sors, oximeters, such as pulse oximeters, current sensors,
voltage sensors, and the like. In certain embodiments, the
operation of methods disclosed herein may be responsive to
one or more signals generated by one or more of sensors 115
and/or 125 or other elements.

FIG. 2 is an illustration of an exemplary configuration 200
of illumination device 102 for delivering two types of light
230, 240 to body tissue 104. The two types of light 230, 240
may be configured to induce at least two biological effects,
for example at least two of inactivating microorganisms that
are in a cell-free environment, inhibiting replication of
microorganisms that are in a cell-associated environment,
upregulating a local immune response, stimulating enzy-
matic generation of nitric oxide to increase endogenous
stores of nitric oxide, releasing nitric oxide from endog-
enous stores of nitric oxide, and inducing an anti-inflam-
matory effect. The two types of light 230, 240 may also be
configured to provide a similar biological effect, such as two
different types of nitric-oxide modulating light in order to
increase concentrations of unbound nitric oxide within the
body tissue 104. Additionally, the two types of light 230, 240
may be configured to provide the same or different biologi-
cal effect for different types of microorganisms and/or
pathogens that may be present in the body tissue 104.

In certain embodiments, light emitter(s) 120 may include
one or more light emitter(s) 210 operable to emit endog-
enous-store increasing light 230 and one or more light
emitter(s) 220 operable to emit endogenous-store releasing
light 240. Light emitter(s) 210 and 220 may include any
light source capable of emitting suitable light. Examples of
light emitter(s) 210 and 220 may include, without limitation,
LEDs, OLEDs, SLDs, lasers, and/or any combinations
thereof.

FIG. 3 is a spectral diagram showing intensity versus
wavelength for the exemplary light 130 of FIG. 1 that may
be configured to induce any of the above-described biologi-
cal effects, including nitric-oxide modulating light. FIG. 4 is
a spectral diagram showing intensity versus wavelength for
the exemplary light 230, 240 of FIG. 2 that may be respec-
tively be configured to induce any of the above-described
biological effects, such as an endogenous-store increasing
light 230 and an endogenous-store releasing light 240. By
way of example, the light 130 is illustrated as having a peak
intensity 308 at a peak wavelength 304, the light 230 is
illustrated as having a peak intensity 414 at a peak wave-
length 404, and the light 230 is illustrated as having a peak
intensity 414 at a peak wavelength 410. In these examples,
peak wavelength 304 may be any wavelength within a range
from wavelength 302 to wavelength 306, peak wavelength
404 may be any wavelength within a range from wavelength
402 to wavelength 406, and peak wavelength 410 may be
any wavelength within a range from wavelength 408 to
wavelength 412.

The specific peak wavelengths illustrated in FIGS. 3 and
4 are provided by way of non-limiting examples. In practice
the light 130 of FIG. 1 and the light 230, 240 of FIGS. 3 and
4 may be provided in many different peak wavelength ranges
depending on the target application, the one or more target
microorganisms and/or pathogens, and the target tissue type.
Exemplary wavelength ranges include from 200 nm to 900
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nm, or from 400 nm to 900 nm, or from 400 nm to 700 nm,
or from 400 nm to 450 nm, or from 400 nm to 435 nm, or
from 400 nm to 420 nm, or from 420 nm to 440 nm, or from
450 nm to 490 nm, or from 500 nm to 900 nm, or from 490
nm to 570 nm, or from 510 nm to 550, or from 520 nm to
540 nm, or from 525 nm to 535 nm, or from 528 nm to 532
nm, or from 200 nm to 280 nm, or from 260 nm to 270 nm,
or from 280 nm to 320 nm, or from 320 nm to 350 nm, or
from 320 nm to 400 nm, or from 350 nm to 395 nm, or from
600 nm to 900 nm, or from 600 nm to 700 nm, or from 620
nm to 670 nm, or from 630 nm to 660 nm depending on the
target application and the target tissue type. Specific exem-
plary wavelength ranges are provided below in the context
of specific target applications according to principles of the
present disclosure.

As used herein, the term “light” generally refers to
electromagnetic radiation of any wavelength or any combi-
nation of wavelengths and/or to one or more photons.
Accordingly, the term “light,” as used herein, can refer to
visible light or to non-visible light (in particular, ultraviolet
light, or infrared light). The term “light,” as used herein, may
refer to a single photon of a single wavelength, or it can refer
to a plurality of photons that may be of the same wavelength,
or one or more photons of each of two or more wavelengths.
The term “impinge,” as used herein in the context of light
impinging on an object (e.g., in the expression “at least one
first solid state light-emitting device configured to impinge
light having the first peak wavelength on skin tissue”) may
indicate that the light is incident on the object.

The term “peak wavelength” is generally used herein to
refer to the wavelength that is of the greatest irradiance of
the light emitted by a light emitter. The term “dominant
wavelength” is generally used herein to refer to the per-
ceived color of a spectrum, i.e., the single wavelength of
light which produces a color sensation most similar to the
color sensation perceived from viewing light emitted by the
light source (i.e., it is roughly akin to “hue”), as opposed to
“peak wavelength”, which commonly refers to the spectral
line with the greatest power in the spectral power distribu-
tion of the light source. Because the human eye does not
perceive all wavelengths equally (e.g., it perceives yellow
and green light better than red and blue light), and because
the light emitted by many solid state light emitters (e.g.,
LEDs) is actually a range of wavelengths, the color per-
ceived (i.e., the dominant wavelength) is not necessarily
equal to (and often differs from) the wavelength with the
highest power (peak wavelength). A truly monochromatic
light such as a laser may have the same dominant and peak
wavelengths.

As used herein, the term “nitric-oxide modulating light”
generally refers to light that, when impinged onto living
tissue, increases concentrations of unbound nitric oxide
within the living tissue. The term “nitric-oxide modulating
light” may encompass endogenous nitric-oxide increasing
and/or endogenous nitric-oxide releasing light. The term
“nitric-oxide modulating light” may refer to specific wave-
lengths of light that stimulate natural production of nitric
oxides (e.g., through a process similar to those illustrated in
FIGS. 5A and 5B) and/or instantaneous release of nitric
oxide reserves found within living tissue (e.g., through a
process similar to that illustrated in FIGS. 6 A and 6B). The
term “nitric-oxide modulating light” may additionally or
alternatively refer to any light capable of stimulating at least
one of (1) enzymatic generation of unbound nitric oxide
within living tissue (e.g., through a process similar to that
illustrated in FIGS. 5A and 5B) or (2) release of nitric oxide
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from endogenous stores of bound nitric oxide within living
tissue (e.g., through a process similar to that illustrated in
FIGS. 6A and 6B).

FIGS. 5A and 5B illustrate a reaction sequence showing
photoactivated upregulation (e.g., with light 230) of induc-
ible Nitric Oxide Synthase (iNOS) expression and subse-
quent production of unbound nitric oxide catalyzed by
iNOS, followed by binding of nitric oxide to CCO. When
nitric oxide is auto-oxidized into nitrosative intermediates
(e.g., endogenous stores of nitric oxide including nitroso-
glutathione, nitrosoal-bumin, nitrosohemoglobin, nitrosothi-
ols, nitrosamines, and/or metal nitrosyl complexes), the
nitric oxide may be bound covalently in the body (in a
“bound” state). FIG. 5C is a chart showing the enzymatic
generation of nitric oxide (in keratinocytes), in terms of %
cells expressing iNOS, when exposed to no light, blue light,
red light at a first wavelength, red light at a second wave-
length, and to infrared light, 24 hours after exposure of the
keratinocytes to 10 minutes of irradiation.

FIG. 6A is a chart showing the release of nitric oxide
(umoles/second) vs. time (minutes) from the photoacceptor
GSNO, upon exposure to blue, green, and red wavelengths
of light. FIG. 6B is an illustration showing the attachment of
nitric oxide to the photoacceptor CCO to form the complex
CCO—NO, and the subsequent release of NO from this
complex upon exposure to endogenous-store releasing light
240.

The term “endogenous-store increasing light,” as used
herein, generally encompasses light of a wavelength or a
wavelength range that photo-initiates an increase of bound
nitric oxide in endogenous stores and/or that stimulates
enzymatic generation of unbound nitric oxide that may be
naturally bound covalently in endogenous stores. Examples
of endogenous-store increasing light include, without limi-
tation, blue light, light having a peak wavelength in a range
of about 410 nm to about 440 nm, light having a peak
wavelength in a range of about 400 nm to about 490 nm,
light having a peak wavelength in a range of about 400 nm
to about 450 nm, light having a peak wavelength in a range
of about 400 nm to about 435 nm, light having a peak
wavelength in a range of about 400 nm to about 420 nm,
light having a peak wavelength in a range of about 420 nm
to about 440 nm, light having a peak wavelength in a range
of about 400 nm to about 500 nm, light having a peak
wavelength in a range of about 400 nm to about 430 nm,
light having a peak wavelength equal to about 415 nm, light
having a peak wavelength equal to about 405 nm, and/or any
combination thereof.

The term “endogenous-store releasing light,” as used
herein, generally encompasses light of a wavelength or a
wavelength range that photo-initiates a release of unbound
nitric oxide from endogenous stores of nitric oxide.
Examples of endogenous-store releasing light include, with-
out limitation, green light, light having a peak wavelength in
a range of about 500 nm to about 540 nm, light having a
peak wavelength in a range of about 500 nm to about 900
nm, light having a peak wavelength in a range of about 490
nm to about 570 nm, light having a peak wavelength in a
range of about 510 nm to about 550 nm, light having a peak
wavelength in a range of about 520 nm to about 540 nm,
light having a peak wavelength in a range of about 525 nm
to about 535 nm, light having a peak wavelength in a range
of about 528 nm to about 532 nm, light having a peak
wavelength equal to about 530 nm, and/or any combination
thereof.

The term “endogenous nitric-oxide increasing and/or
endogenous nitric-oxide releasing light,” as used herein,
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encompasses light of a wavelength or a wavelength range
that increases the rate of production of endogenous nitric-
oxide, light of a wavelength or a wavelength range that
increases the rate of release of endogenous nitric-oxide, light
of a wavelength or a wavelength range that increases both
the rate of production of endogenous nitric-oxide and the
rate of release of endogenous nitric-oxide, and a combina-
tion of light from at least one first group of light emitters that
emits light of a wavelength or a wavelength range that
increases the rate of production of endogenous nitric-oxide,
and light from at least one second group of light emitters that
emits light of a wavelength or a wavelength range that
increases the rate of release of endogenous nitric-oxide.

Returning to FIG. 2, in some embodiments, the light 240
may have a first peak wavelength and a first radiant flux to
include one or more of the biological effects, and the light
230 may have a second peak wavelength and a second
radiant flux to include one or more of the biological effects.

In certain embodiments, the second peak wavelength may
be greater than the first peak wavelength by at least 25 nm,
at least 40 nm, at least 50 nm, at least 60 nm, at least 75 nm,
at least 85 nm, at least 100 nm, or another threshold specified
herein. Such peak wavelength differences may be present for
inducing any of the above-described biological effects,
including embodiments where the light 230 is endogenous-
store increasing light and the light 240 is endogenous-store
releasing light.

Exemplary embodiments are provided below in the con-
text of nitric oxide modulating light, including endogenous-
store increasing light endogenous-store releasing light. It is
understood that any of the below-described embodiments
may equally relate to any light and/or combination of light
that induces one or more of the biological effects previously
described, including inactivating microorganisms that are in
a cell-free environment, inhibiting replication of microor-
ganisms that are in a cell-associated environment, upregu-
lating a local immune response, stimulating enzymatic gen-
eration of nitric oxide to increase endogenous stores of nitric
oxide, releasing nitric oxide from endogenous stores of
nitric oxide, and inducing an anti-inflammatory effect in
tissue. Different combinations of light and induced biologi-
cal effects may be tailored to different body tissues and
different targeted microorganisms and/or pathogens.

In certain embodiments, each of endogenous-store
increasing light 230 and endogenous-store releasing light
240 (and/or the light 130) may have a radiant flux in a range
of at least 5 mW, or at least 10 mW, or at least 15 mW, or
at least 20 mW, or at least 30 mW, or at least 40 mW, or at
least 50 mW, or at least 100 mW, or at least 200 mW, or at
least 500 mW, or at least 2500 mW, or at least 5000 mW, or
in a range of from 5 mW to 200 mW, or in a range of from
5 mW to 100 mW, or in a range of from 5 mW to 60 mW,
or in a range of from 5 mW to 30 mW, or in a range of from
5 mW to 20 mW, or in a range of from 5 mW to 10 mW, or
in a range of from 10 mW to 60 mW, or in a range of from
20 mW to 60 mW, or in a range of from 30 mW to 60 mW,
or in a range of from 40 mW to 60 mW, or in a range of from
60 mW to 100 mW, or in a range of from 100 mW to 200
mW, or in a range of from 200 mW to 500 mW, or in a range
of from 5 mW to 5000 mW, or in a range of from 5 mW to
2500 mW, or in another range specified herein. Higher
fluxes, for example, between 0.1 W and 10 W, or between 10
W and 10 GW, including those where pulsed light is used,
can be used to increase penetration, and effect microbial
decontamination, if need be, in another range specified
herein.
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Each of endogenous-store increasing light 230 and endog-
enous-store releasing light 240 (and the light 130) may be
administered with irradiances to target tissues in a range
from 0.1 mW/cm® to 200 mW/cm?, or in a range from 5
mW/cm? to 200 mW/cm?, or in a range from 5 mW/cm? to
100 mW/cm?, or in a range from 5 mW/cm? to 60 mW/cm?,
or in a range from 60 mW/cm?® to 100 mW/cm?, or in a range
from 100 mW/cm? to 200 mW/cm?. Such irradiance ranges
may be administered in one or more of continuous wave and
pulsed configurations, including LED-based photonic
devices that are configured with suitable power (radiant flux)
to irradiate a target tissue with any of the above-described
ranges. Depending on the configuration of one or more of
the light source, the corresponding illumination device, and
the distance away from a target tissue, the radiant flux value
for the light source may be higher than the irradiance value
at the tissue. In certain embodiments, the radiant flux value
may be configured with a value that is greater than the
irradiance value to the tissue. For example, the radiant flux
may be in a range from 5 to 20 times greater than the
irradiance, or in a range from 5 to 15 times greater than the
irradiance, among other ranges and depending on the
embodiments.

In certain embodiments, endogenous-store increasing
light 230 may have a greater radiant flux than endogenous-
store releasing light 240. In certain embodiments, endog-
enous-store releasing light 240 may have a greater radiant
flux than endogenous-store increasing light 230.

In certain embodiments, one or both of endogenous-store
increasing light 230 and endogenous-store releasing light
240 may have a radiant flux profile that may be substantially
constant during a treatment window. In certain embodi-
ments, at least one of endogenous-store increasing light 230
and endogenous-store releasing light 240 may have a radiant
flux profile that increases with time during a treatment
window. In certain embodiments, at least one of endog-
enous-store increasing light 230 and endogenous-store
releasing light 240 may have a radiant flux profile that
decreases with time during a treatment window. In certain
embodiments, one of endogenous-store increasing light 230
or endogenous-store releasing light 240 may have a radiant
flux profile that decreases with time during a treatment
window, while the other of endogenous-store increasing
light 230 or endogenous-store releasing light 240 may have
a radiant flux profile that increases with time during a
treatment window.

In certain embodiments, endogenous-store releasing light
240 may be applied to tissue during a first time window,
endogenous-store increasing light 230 may be applied to the
tissue during a second time window, and the second time
window may overlap with the first time window. In other
embodiments, endogenous-store releasing light 240 may be
applied to tissue during a first time window, endogenous-
store increasing light 230 may be applied to the tissue during
a second time window, and the second time may be non-
overlapping or may be only partially overlapping with the
first time window. In certain embodiments, the second time
window may be initiated more than one minute, more than
5 minutes, more than 10 minutes, more than 30 minutes, or
more than one hour after conclusion of the first time win-
dow. In certain embodiments, endogenous-store releasing
light 240 may be applied to tissue during a first time window,
endogenous-store increasing light 230 may be applied to the
tissue during a second time window, and the first time
window and the second time window may be substantially
the same. In other embodiments, the second time window
may be longer than the first time window. Aspects of these
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embodiments where UVA/UVB/UVC light is administered
in the same or different time windows, or to the same or
different tissue, are also contemplated.

In certain embodiments, one or both of endogenous-store
increasing light 230 and endogenous-store releasing light
240 may be provided by a steady state source providing a
radiant flux that may be substantially constant over a pro-
longed period without being pulsed.

In certain embodiments, one or both of endogenous-store
increasing light 230 and endogenous-store releasing light
240 may include more than one discrete pulse (e.g., a
plurality of pulses) of light. In certain embodiments, more
than one discrete pulse of endogenous-store releasing light
240 may be impinged on tissue during a first time window,
and/or more than one discrete pulse of endogenous-store
increasing light 230 may be impinged on tissue during a
second time window. In certain embodiments, the first time
window and the second time window may be coextensive,
may be overlapping but not coextensive, or may be non-
overlapping.

In certain embodiments, at least one of the radiant flux
and the pulse duration of endogenous-store releasing light
240 may be reduced from a maximum value to a non-zero
reduced value during a portion of a first time window. In
certain embodiments, at least one of the radiant flux and the
pulse duration of endogenous-store releasing light 240 may
be increased from a non-zero value to a higher value during
a portion of a first time window. In certain embodiments, at
least one of the radiant flux and the pulse duration of
endogenous-store increasing light 230 may be reduced from
a maximum value to a non-zero reduced value during a
portion of a second time window. In certain embodiments, at
least one of the radiant flux and the pulse duration of
endogenous-store increasing light 230 may be increased
from a non-zero value to a higher value during a portion of
a second time window.

In certain embodiments, each of endogenous-store
increasing light 230 and endogenous-store releasing light
240 may consist of non-coherent light. In certain embodi-
ments, each of endogenous-store increasing light 230 and
endogenous-store releasing light 240 may consist of coher-
ent light. In certain embodiments, one of endogenous-store
increasing light 230 or endogenous-store releasing light 240
may consist of non-coherent light, and the other of endog-
enous-store increasing light 230 or endogenous-store releas-
ing light 240 may consist of coherent light.

In certain embodiments, endogenous-store releasing light
240 may be provided by at least one first light emitting
device and endogenous-store increasing light 230 may be
provided by at least one second light emitting device. In
certain embodiments, endogenous-store releasing light 240
may be provided by a first array of light emitting devices and
endogenous-store increasing light 230 may be provided by
a second array of light emitting devices.

In certain embodiments, at least one of endogenous-store
increasing light 230 or endogenous-store releasing light 240
may be provided by at least one solid state light emitting
device. Examples of solid state light emitting devices
include (but are not limited to) light emitting diodes, lasers,
thin film electroluminescent devices, powdered electrolumi-
nescent devices, field induced polymer electroluminescent
devices, and polymer light-emitting electrochemical cells. In
certain embodiments, endogenous-store releasing light 240
may be provided by at least one first solid state light emitting
device and endogenous-store increasing light 230 may be
provided by at least one second solid state light emitting
device. In certain embodiments, endogenous-store increas-
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ing light 230 and endogenous-store releasing light 240 may
be generated by different emitters contained in a single solid
state emitter package, where close spacing between adjacent
emitters may provide integral color mixing. In certain
embodiments, endogenous-store releasing light 240 may be
provided by a first array of solid state light emitting devices
and endogenous-store increasing light 230 may be provided
by a second array of solid state light emitting devices. In
certain embodiments, an array of solid state emitter pack-
ages each including at least one first emitter and at least one
second emitter may be provided, where the array of solid
state emitter packages embodies a first array of solid state
emitters arranged to generate endogenous-store releasing
light 240 and embodies a second array of solid state emitters
arranged to generate endogenous-store increasing light 230.
In certain embodiments, an array of solid state emitter
packages may embody packages further including third,
fourth, and/or fifth solid state emitters, such that a single
array of solid state emitter packages may embody three,
four, or five arrays of solid state emitters, wherein each array
may be arranged to generate emissions with a different peak
wavelength.

In certain embodiments, at least one of endogenous-store
increasing light 230 or endogenous-store releasing light 240
may be provided by at least one light emitting device devoid
of'a wavelength conversion material. In other embodiments,
at least one of endogenous-store increasing light 230 or
endogenous-store releasing light 240 may be provided by at
least one light emitting device arranged to stimulate a
wavelength conversion material, such as a phosphor mate-
rial, a fluorescent dye material, a quantum dot material, and
a fluorophore material.

In certain embodiments, endogenous-store increasing
light 230 and endogenous-store releasing light 240 may
consist of substantially monochromatic light. In certain
embodiments, endogenous-store releasing light 240 may
include a first spectral output having a first full width at half
maximum value of less than 25 nm (or less than 20 nm, or
less than 15 nm, or in a range of from 5 nm to 25 nm, or in
a range of from 10 nm to 25 nm, or in a range of from 15
nm to 25 nm), and/or endogenous-store increasing light 230
may include a second spectral output having a second full
width at half maximum value of less than 25 nm (or less than
20 nm, or less than 15 nm, or in a range of from 5 nm to 25
nm, or in a range of from 10 nm to 25 nm, or in a range of
from 15 nm to 25 nm). In certain embodiments, less than 5%
of the first spectral output may be in a wavelength range of
less than 400 nm, and less than 1% of the second spectral
output may be in a wavelength range of less than 400 nm.

In certain embodiments, endogenous-store releasing light
240 may be produced by one or more first light emitters
having a single first peak wavelength, and endogenous-store
increasing light 230 may be produced by one or more second
light emitters having a single second peak wavelength. In
other embodiments, endogenous-store increasing light 230
may be produced by at least two light emitters having
different peak wavelengths (e.g., differing by at least 5 nm,
at least 10 nm, at least 15 nm, at least 20 nm, or at least 25
nm), and/or endogenous-store releasing light 240 may be
produced by at least two light emitters having different peak
wavelengths (e.g., differing by at least 5 nm, at least 10 nm,
at least 15 nm, at least 20 nm, or at least 25 nm).

Ultraviolet light (e.g., UV-A light having a peak wave-
length in a range of from 350 nm to 395 nm, and UV-B light
having a peak wavelength in a range of from 320 nm to 350
nm) may be effective as ES increasing light; however,
overexposure to ultraviolet light may lead to detrimental
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health effects including premature skin aging and potentially
elevated risk for certain types of cancer. UVC light can also
be particularly effective at treating microbial infections.
While damage to the tissue being exposed to these wave-
lengths should be minimal during the course of antimicro-
bial therapy, it may cause some detrimental effects on
long-term exposure. It may therefore be desirable to use
shorter cycles of UV light than non-UV light. In certain
embodiments, UV light (e.g., having peak wavelengths in a
range of from 320 nm to 399 nm) may be used as ES
increasing light; however, in other embodiments, UV light
may be avoided. The combination of light at these (UVA,
UVB, and/or UVC) wavelengths with the anti-inflammatory
light can minimize these effects.

In certain embodiments, endogenous-store increasing
light 230 and endogenous-store releasing light 240 may be
substantially free of UV light. In certain embodiments, less
than 5% of endogenous-store increasing light 230 may be in
a wavelength range of less than 400 nm, and less than 1%
of endogenous-store releasing light 240 output may be in a
wavelength range of less than 400 nm. In certain embodi-
ments, endogenous-store increasing light 230 includes a
peak wavelength in a range of from 400 nm to 490 nm, or
from 400 nm to 450 nm, or from 400 nm to 435 nm, or from
400 nm to 420 nm, or from 410 nm to 440 nm, or from 420
nm to 440 nm.

In certain embodiments, endogenous-store increasing
light 230 may include a wavelength range and an irradiance
that may alter the presence, concentration, or growth of
pathogens (e.g., bacteria, viruses, fungi, protists, and/or
other microbes) in or on living mammalian tissue receiving
the light. UV light and near-UV light in particular may affect
microbial growth. Effects on microbial growth may depend
on the wavelength range and dose. In certain embodiments,
ES increasing or endogenous-store releasing light 240 may
include near-UV light having a peak wavelength in a range
of from 400 nm to 420 nm to provide a bacteriostatic effect
(e.g., with pulsed light having an irradiance of <0 mW/cm?),
provide a bactericidal effect (e.g., with substantially steady
state light having an irradiance in a range of from 9 mW/cm?
to 17 mW/cm?), or provide an antimicrobial effect (e.g., with
substantially steady state light having an irradiance in a
range of greater than 17 mW/cm?, such as in a range of from
18 mW/ecm? to 60 mW/cm?). In certain embodiments, the
irradiance values and ranges may extend higher, to about 60
to about 100 mW/cm? or to about 100 to about 200 mW/cm?>.

With respect to certain tissues and certain wavelengths,
irradiances up to 1 W/cm? may be applied without causing
significant damage to the tissues. If the light is pulsed, the
irradiance can be applied at a significantly higher range, so
long as the average irradiance falls within these ranges, and
causes minimal damage to the tissue to which it is applied.
The irradiance in a pulse setting may be as low as 0.1 W/cm?>
up to 10 W/cm?, or even higher.

In certain embodiments, light in a near-UV range (e.g.,
from 400 nm to 420 nm) may also affect microbial growth
(whether in a bacteriostatic range, bactericidal range, or an
antimicrobial range) for uses such as wound healing, reduc-
tion of acne blemishes, or treatment of atopic dermatitis.
Such function(s) may be in addition to the function of
endogenous-store increasing light 230 that increases endog-
enous stores of nitric oxide in living tissue.

A combination of equal parts of 410 nm light and 530 nm
light may be equally as effective as 530 nm light alone. Such
a combination may be beneficial since a 410 nm blue LED
may be significantly more efficient than a 530 nm green
LED, such that a combination of equal parts of 410 nm LED
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emissions and 530 nm LED emissions may use 26% less
electric power than emissions of a 530 nm LED alone, when
operated to provide the same radiant flux.

Light at 660 nm may be significantly less effective than
the 530 nm green light at releasing NO from Hb-NO. The
release of NO from Hb-NO appears to be the same for 530
nm green light, 660 nm red light, and a combination of 530
nm green and 660 nm light for the time window of from 0
seconds to about 2000 seconds, but the effectiveness of the
different sources diverges thereafter. Without intending to be
bound by any particular theory or explanation of this phe-
nomenon, it is suggested that NO binds to Hb-NO at
multiple sites, and that removal of a second or subsequent
NO molecule from Hb-NO may require more energy than
removal of a first NO molecule, perhaps due to a change in
shape of the Hb-NO after removal of a first NO molecule.

In certain embodiments, anti-inflammatory light having a
first peak wavelength is impinged on living tissue, and ES
increasing or ES releasing light that includes light having a
second peak wavelength is impinged on the living tissue,
and furthermore a light having a third peak wavelength (i.e.,
ES releasing or ES increasing light) may be impinged on the
living tissue. In certain embodiments, the light having a third
peak wavelength may be provided at substantially the same
time as (or during a time window overlapping at least one
time window of) one or both of the anti-inflammatory and
the ES increasing and/or ES releasing light.

In certain embodiments, the light having a third peak
wavelength differs from each of the first peak wavelength
and the second peak wavelength by at least 10 nm. In certain
embodiments, the light having a third peak wavelength
exceeds the second peak wavelength by at least 20 nm. In
certain embodiments, the light having a third peak wave-
length provides an irradiance in a range of from 5 mW/cm?
to 60 mW/cm?, or between 60 and 100 mW/cm?, or between
100 and 200 mW/cm®, or even higher. With respect to
certain tissues and certain wavelengths, irradiances up to 1
W/cm? can be applied without causing significant damage to
the tissues. If the light is pulsed, the irradiance can be
applied at a significantly higher range, so long as the average
irradiance falls within these ranges, and causes minimal
damage to the tissue to which it is applied. The irradiance in
a pulse setting may be as low as 0.1 W/cm? up to 10 W/cm?,
or even higher.

In certain embodiments, the anti-inflammatory light is in
a range of from about 630 nm to 670 nm (e.g., including
specific wavelengths of about 630 nm and about 660 nm)
may be useful to provide anti-inflammatory effects and/or to
promote vasodilation. Anti-inflammatory effects may be
useful in treating disorders, particularly microbial disorders
that result in inflammation of the nasal cavity, or in the
mouth.

Antiviral doses of light can be administered in a range of
from 5 mW/cm? to 60 mW/cm?, about 60 to about 100
mW/cm? or about 100 to about 200 mW/cm?>. With respect
to certain tissues and certain wavelengths, irradiances up to
1 W/em? can be applied without causing significant damage
to the tissues. If the light is pulsed, the irradiance can be
applied at a significantly higher range, so long as the average
irradiance falls within these ranges, and causes minimal
damage to the tissue to which it is applied. The irradiance in
a pulse setting may be as low as 0.1 W/cm? up to 10 W/cm?,
or even higher.

For visible light, roughly 400 to 700 nm, phototherapy has
been suggested to provide therapeutic benefits which include
increasing circulation (e.g., by increasing formation of new
capillaries); stimulating the production of collagen; stimu-
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lating the release of adenosine triphosphate (ATP); enhanc-
ing porphyrin production; reducing excitability of nervous
system tissues; modulating fibroblast activity; increasing
phagocytosis; inducing thermal effects; stimulating tissue
granulation and connective tissue projections; reducing
inflammation; and stimulating acetylcholine release

In certain embodiments, endogenous-store increasing
light 230 may include a peak wavelength in a range of from
500 nm to 900 nm, or in a range of from 490 nm to 570 nm,
or in a range of from 510 nm to 550 nm, or in a range of from
520 nm to 540 nm, or in a range of from 525 nm to 535 nm,
or in a range of from 528 nm to 532 nm, or in a range of
about 530 nm. The wavelength at 660 nm may be both
anti-inflammatory, and NO-releasing.

FIG. 7 is an illustration of an exemplary configuration 700
of illumination device 102 that is operable to induce bio-
logical effects in overlapping treatment zones 730 and 740
of the body tissue 104 by photomodulation. By way of
example, the light emitter(s) 120 may supply photons of a
first energy and/or peak wavelength (e.g., light 710) to the
body tissue 104 to stimulate enzymatic generation of nitric
oxide to increase endogenous stores of nitric oxide in
treatment zone 730 and the light emitter(s) 120 may also
supply photons of a second energy to the body tissue 104
and/or peak wavelength (e.g., light 720) in a region within
or overlapping the treatment zone 730 to trigger release of
nitric oxide from endogenous stores, thereby creating the
treatment zone 740. In certain embodiments, sequential or
simultaneous impingement of increasing wavelengths of
light (e.g., nitric-oxide modulating light 710 and/or nitric-
oxide modulating light 720) may serve to “push” a nitric
oxide diffusion zone deeper within body tissue 104 than
might otherwise be obtained by using a single (e.g., long)
wavelength of light. As illustrated, the treatment zones 730
and 740 may be provided at different depths within the body
tissue 104. The light emitter(s) 120 may further supply
photons of additional energies and/or peak wavelengths to
the same or different treatment zones, including at different
depths within the body tissue 104. As with previous embodi-
ments, while examples are provided in the context of nitric-
oxide modulating light, the illumination device 102 may be
configured to induce any of the previously-described bio-
logical effects in the treatment zones 730, 740. In this regard,
the light 710 may be provided at a first depth, the light 720
may be provided at a second depth that greater than the first
depth within the body tissue 104. One or more additional
light emissions may further be supplied at further depths
within the body tissue 104. In certain embodiments, the
treatment zones 730 and 740 may be provided at substan-
tially different depths within the body tissue 104. In further
embodiments, the light 710 may be configured to provide a
first biological effect, the light 720 may be configured to
provide a second biological effect, and any additional light
may be configured to provide biological effects that are the
same or different than either of the first or second biological
effects.

FIG. 8 is a spectral diagram showing intensity versus
wavelength for exemplary nitric-oxide modulating light 710
and 720. In this example, the nitric-oxide modulating light
710 is illustrated as having a peak intensity 814 at a peak
wavelength 804, the nitric-oxide modulating light 720 is
illustrated as having a peak intensity 814 at a peak wave-
length 810. In these examples, peak wavelength 804 may be
any wavelength within a range from wavelength 802 to
wavelength 806, and peak wavelength 810 may be any
wavelength within a range from wavelength 808 to wave-
length 812.
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FIG. 9 is an illustration of an exemplary configuration 900
of illumination device 102 having additional light emitter(s)
910 operable to emit light 920. As illustrated, the additional
light emitter(s) 910 may be configured to provide emissions
to the treatment are 140 from a different emission angle than
the light emitter(s) 120. For example, the light emitter(s) 120
may be configured with an emission angle of about 90
degrees relative to a surface of the treatment area 140 while
the light emitter(s) 910 may be configured with any emission
angle that is different from 90 degrees. In other configura-
tions, the light emitter(s) 910 may be provided in a same
location to provide a same emission angle to the treatment
area 140 as the light emitter(s) 120. In some embodiments,
light 920 may represent light that does not substantially
modulate nitric oxide within body tissue 104. Examples of
light 920 may include, without limitation, vasculature-con-
trolling light for controlling blood flow within body tissue
104, microbe-controlling light for controlling biological
activity of microbes on body tissue 104 including inactivat-
ing microorganisms that are in a cell-free environment
and/or inhibiting replication of microorganisms that are in a
cell-associated environment, anti-inflammatory light for
reducing inflammation in body tissue 104, upregulating a
local immune response, and/or any combination thereof.

FIG. 10 is an illustration of an exemplary configuration
1000 of illumination device 102 having a camera sensor
1010 for acquiring images of treatment area 140 at one or
more wavelengths. In some embodiments, the images may
be analyzed to (1) monitor how treatment area 140 responds
to light therapy, (2) monitor how much light treatment area
140 is exposed to, (3) monitor inflammation of treatment
area 140, and/or (4) track which portions of body tissue 104
have or are being treated. In the embodiment illustrated in
FIG. 10, camera 1010 may acquire images of treatment area
140 at the same wavelengths as the light 130. In an alter-
native configuration 1100 illustrated in FIG. 11, illumination
device 102 may include additional light emitter(s) 1110 for
illuminating treatment area 140 with imaging light 1120,
which may have wavelengths that differ from those of the
light 130. As illustrated, the additional light emitter(s) 1110
may be configured to provide emissions to the treatment are
140 from a different emission angle than the light emitter(s)
120. In other configurations, the additional light emitter(s)
1110 may be provided in a same location to provide a same
emission angle to the treatment area 140 as the light emitter
(s) 120.

The systems and devices described herein may be con-
figured to treat tissues within a variety of body cavities. For
example, the systems and devices described herein may be
configured to treat, prevent, and/or reduce the biological
activity of pathogens present in the oral cavity and/or
auditory canal (i.e., mouth, nose and ears), as well as the
throat, larynx, pharynx, oropharynx, trachea, and/or esopha-
gus. Representative types of light delivery devices that can
be used in carrying out the methods, and/or light delivery
devices described herein, include devices that can be used to
deliver light to (and/or that can be positioned in or pass
through) any part or parts of patients’ mouth, nose and ears,
as well as the throat, larynx, pharynx, oropharynx, trachea
and/or esophagus. In certain embodiments, exemplary illu-
mination devices are provided that are configured to emit
safe, visible light, including but not limited to light with a
peak wavelength in a range from 400 nm to 490 nm to
eliminate invading respiratory pathogens in and around the
oropharynx and to stimulate host defenses in surrounding
tissues.
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Examples include, but are not limited to, light emission
devices (e.g., shaped and sized so as to be inserted or
insertable into a patient’s oral cavity, such as the nasal
cavity, and/or the auditory canal), scopes, such as ophthal-
moscopes, with light emitting element(s) and/or light deliv-
ery component(s), tubes with light emitting element(s) and/
or light delivery component(s), and the like. In various
embodiments, the light source may be a wand, flashlight,
ophthalmoscope, or light panel.

Light emission devices that are shaped and sized so as to
be inserted or insertable into patients’ mouths and/or nasal
cavities include generally any device that is suitable for
insertion into a patient’s mouth and/or nasal cavity and that
is capable of emitting light having desired characteristics.
Examples include panels, which can be flat or curved,
wands, flashlights, headphones with a light source in addi-
tion to or in place of speakers, scopes, tubes and intra-oral
devices. Each of these devices may include a light emitting
source, such as LEDs, OLEDs, SLDs, lasers, and combina-
tions thereof, to shine light into the oral cavity, auditory
canal, and the like.

FIG. 12 is an illustration of an exemplary configuration
1200 of illumination device 102. In this configuration,
illumination device 102 may be sized and shaped to fit
partially or fully within a body cavity 1210. FIG. 13 illus-
trates an exemplary configuration 1300 of illumination
device 102 having a light guide 1320. In this embodiment,
light emitter(s) 120 may be operable to produce the light 130
outside of a body cavity 1310, and light guide 1320 may
deliver the light 130 from light emitter(s) 120 to treatment
area 140 within body cavity 1310. Light guide 1320 may
include any light delivery component (such as fiber optic
cables, waveguides, lenses, and the like) operable to deliver
the light to living tissue within a body cavity. Light guide
1320 may be constructed from a thermally and/or electri-
cally insulating material. In certain embodiments, light
guide 1320 may be configured to minimize internal absorp-
tion of the light, maximize efficient transmission of the light,
and/or maximize internal reflection of the light.

Light guide 1320 may be suitably shaped based on the
body cavity it will be inserted into. For example, light guide
1320 may be shaped to conform to or fit within at least one
of a nasal cavity, an ear cavity, a throat cavity, a laryngeal
cavity, a pharyngeal cavity, a tracheal cavity, an esophageal
cavity, a urethral cavity, a vaginal cavity, or a cervical cavity.
In one embodiment, body cavity 1310 may be an oral cavity,
and light guide 1320 may be shaped to fit through a mouth
and guide the light 130 to living tissue within the oral cavity.
In at least one embodiment, light guide 1320 may have a
length within a range of about 85 mm to about 115 mm and
a width within a range of about 10 mm to about 20 mm. As
with previous embodiments, while examples are provided in
the context of the light, the illumination device 102 and the
light guide 1320 may be configured to induce any of the
previously-described biological effects in the treatment area
140 within the body cavity 1310.

Certain embodiments of devices for use in carrying out
the methods described herein (and certain embodiments of
the devices described herein) may include one or more
features and/or components to scatter light or enhance
scattering of light. Representative examples of such features
and components include (1) digital light processors (e.g.,
which can be positioned at the end of a fiber optic element
and disseminate the light exiting the fiber optic element, e.g.,
320 degrees spherically), (2) light diffusion and/or scattering
materials (e.g., zinc oxide, silicon dioxide, titanium dioxide,
etc.), (3) textured light scattering surfaces, (4) patterned light
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scattering surfaces, and/or (5) phosphors or other wave-
length-conversion materials (which tend to re-emit light
spherically). In certain embodiments, low-absorption light
scattering particles, liquids, and/or gases can be positioned
inside a low-absorption element that prevents the particles,
liquids and/or gases from escaping.

FIGS. 14 and 15 illustrate respective side and front views
of an exemplary handheld configuration 1400 of illumina-
tion device 102 for delivering light to living tissue within or
near a user’s oral cavity, including the oropharynx. In
various aspects, the light may be configured to induce one or
more of the previously-described biological effects within or
near the user’s oral cavity, including at least one of inacti-
vating microorganisms that are in a cell-free environment,
inhibiting replication of microorganisms that are in a cell-
associated environment, upregulating a local immune
response, stimulating enzymatic generation of nitric oxide to
increase endogenous stores of nitric oxide, releasing nitric
oxide from endogenous stores of nitric oxide, and inducing
an anti-inflammatory effect. In FIGS. 14 and 15, illumina-
tion device 102 may include an outer housing 1402 for
containing and protecting one or more of the light emitter(s),
the emitter-driving circuitry, and/or the one or more sensors
as previously-described. In some embodiments, outer hous-
ing 1402 may include a hand grip 1404, a button 1406 for
energizing the illumination device 102 and/or light emitter
(s) 120, and a port 1408 for charging illumination device 102
and/or accessing or updating data stored to illumination
device 102. As shown in FIG. 14, the light guide 1320 may
have a bent profile suitably sized and shaped for insertion
into a user’s oral cavity. In some embodiments, the length of
light guide 1320 may be sufficient to convey light from
outside of the user’s oral cavity to the back of a user’s oral
cavity and/or at or near the oropharynx. In some embodi-
ments, a conical shield 1410 having an oval opening 1502
may be affixed or removably attached to light-emitting end
1504 of light guide 1320. In some embodiments, illumina-
tion device 102 may include a positioning plate 1412 with
which a user of illumination device 102 may gauge proper
insertion depth of light guide 1320 and/or upper and lower
bite guards 1414 for protecting light guide 1410 and/or
enabling a user to secure light guide 1320 by biting against
bite guards 1414. In some embodiments, positioning plate
1412 may, when touching an outer surface of a user’s mouth,
help index a light-transmissive surface of light guide 1320 at
an appropriate depth within the user’s oral cavity. In one
embodiment, positioning plate 1412 may index light guide
1320 at a depth within a user’s oral cavity at which an area
of tissue exposed to the light 130 is equal to about 25 cm2.
In one embodiment, positioning plate 1412 may index light
guide 1320 at a depth within a user’s oral cavity at which an
irradiance of the light 130 onto tissue is less than about 160
mW/cm?2.

FIGS. 16-18 illustrate another exemplary handheld con-
figuration 1600 of illumination device 102 for delivering
light to living tissue within or near a user’s oral cavity,
including the oropharynx. FIG. 16 is a side view of the
illumination device 102. In these figures, illumination device
102 may include an outer housing 1602 for containing and
protecting one or more of the light emitter(s), the emitter-
driving circuitry, and/or one or more of the sensors. In some
embodiments, illumination device 102 may include a hand
grip 1604 and/or a button 1606 for energizing illumination
device 102 and/or light emitter(s) 120. As shown in FIG.
16-18, illumination device 102 may include a straight light-
guide assembly 1608 suitably sized and shaped for insertion
into a user’s oral cavity. As best illustrated in the exploded
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view of FIG. 17, the light-guide assembly 1608 of FIG. 16
may include a mouthpiece housing 1610 surrounding and
protecting light guide 1320. Mouthpiece housing 1610 may
be formed from any suitable transparent or opaque material.
Mouthpiece housing 1610 may have a hexagonal hollow
core 1702 shaped to accept light guide 1320 having a similar
cross-sectional shape. In some embodiments, a retaining
ferrule 1704 may be affixed to light guide 1320. In some
embodiments, illumination device 102 may include an
adjustable positioning plate 1612 with which a user of
illumination device 102 may gauge proper insertion depth of
light guide 1320. In some embodiments, positioning plate
1612 may be repositionable at any one of notches 1614
integrated into mouthpiece housing 1610. In some embodi-
ments, positioning plate 1612 may, when touching an outer
surface of a user’s mouth, help index a light-transmissive
surface of light guide 1320 at an appropriate depth within the
user’s oral cavity. As shown in the front view of FIG. 18, the
hand grip 1604 may be removable and may allow access to
a battery 1802 within the illumination device 102.

FIG. 19 illustrates another exemplary handheld configu-
ration 1900 of illumination device 102 for delivering light to
living tissue within or near a user’s oral cavity, including the
oropharynx. In this figure, illumination device 102 may
include an outer housing 1902 for containing and protecting
one or more of the light emitter(s), the emitter-driving
circuitry, and/or the one or more sensors as previously
described. In this embodiment, light guide 1320 may have a
tapered profile and may include a rounded light-emitting tip
1904 and exposed light-emitting sides 1906.

FIG. 20 illustrates another exemplary handheld configu-
ration 2000 of illumination device 102 for delivering light to
living tissue within or near a user’s oral cavity, including the
oropharynx. In this embodiment, illumination device 102
may include an outer housing 2002 for containing and
protecting one or more of the light emitter(s) 120, emitter-
driving circuitry 110, a fan 2004, and a heatsink 2006
coupled to light emitter(s). In some embodiments, outer
housing 2002 may include one or more vents 2008 through
which fan 2004 may draw air over heatsink 2006. As shown
in FIG. 20, light guide 1320 may have a bent profile suitably
sized and shaped for insertion into a user’s oral cavity. In
some embodiments, the length of light guide 1320 may be
sufficient to convey light from outside of the user’s oral
cavity to the back of a user’s oral cavity and/or to the
oropharynx. In some embodiments, illumination device 102
may include a butt dome cap 2010.

FIG. 21A-21E illustrate other exemplary configurations
of illumination device 102 for delivering the light to tissue
in an internal cavity (e.g., vaginal cavity) of a patient. In the
embodiment illustrated in FIG. 21A, illumination device
102 may include a body 2101 that may be rigid, semi-rigid,
or articulated. A treatment head 2103 may include therein or
thereon one or more light-emitting features 2105, which
may be formed from or encapsulated in silicone or another
suitable light transmissive material. In certain embodiments,
light-emitting features 2105 may represent light emitter(s)
120 encapsulated within treatment head 2103. In an alter-
native embodiment, light emitter(s) 120 may be external to
body 2101, and body 2101 and treatment head 2103 may
form all or a portion of light guide 1320. In this embodiment,
light emissions of light emitter(s) 120 may be transmitted
within body 2101 and may exit treatment head 2103 at
apertures or positions corresponding to light-emitting fea-
tures 2105.

In the embodiment illustrated in FIG. 21B, illumination
device 102 may include a concave light emitting surface
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2114 including one or more light-emitting features 2115 for
delivering the light to cervical tissue of a patient according
to one embodiment. In this embodiment, illumination device
102 may include a body 2111 that may be rigid, semi-rigid,
or articulated. A joint 2112 may be arranged between body
2111 and a treatment head 2113. The treatment head 2113
may have arranged therein or thereon the one or more
light-emitting features 2115, which may be formed from or
encapsulated in silicone or another suitable light transmis-
sive material. In certain embodiments, light-emitting fea-
tures 2115 may represent light emitter(s) 120 encapsulated
within treatment head 2113. In an alternative embodiment,
light emitter(s) 120 may be external to body 2111, and body
2111, joint 2112, and treatment head 2113 may form all or
a portion of light guide 1320. In this embodiment, light
emissions of light emitter(s) 120 may be transmitted through
body 2111, joint 2112, and treatment head 2113 and may exit
treatment head 2113 at apertures or positions corresponding
to light-emitting features 2115. FIG. 21C illustrates illumi-
nation device 102 of FIG. 21B inserted into a vaginal cavity
2150 to deliver light to cervical tissue 2155 of a patient
proximate to a cervical opening 2156. The concave light
emitting surface 2114 may be configured to approximately
match a convex profile of the cervical tissue 2155.

In the embodiment illustrated in FIG. 21D, illumination
device 102 may include a light emitting surface 2124 with
a protruding probe portion 2126 for delivering light to
cervical tissue of a patient. The probe portion 2126 may
include light-emitting features 2125 arranged to deliver the
light into a cervical opening. In this embodiment, illumina-
tion device 102 may include a body 2121 that may be rigid,
semi-rigid, or articulated. A joint 2122 may be arranged
between body 2121 and a treatment head 2123. The treat-
ment head 2123 may have arranged therein or therecon the
one or more light-emitting features 2125, which may be
formed from or encapsulated in silicone or another suitable
light transmissive material. In certain embodiments, light-
emitting features 2125 may represent light emitter(s) 120
encapsulated within treatment head 2123. In an alternative
embodiment, light emitter(s) 120 may be external to body
2121, and body 2121, joint 2122, and treatment head 2123
may form all or a portion of light guide 1320. In this
embodiment, light emissions of light emitter(s) 120 may be
transmitted through body 2121, joint 2122, and treatment
head 2123 and may exit treatment head 2123 at apertures or
positions corresponding to light-emitting features 2125.
FIG. 21E illustrates illumination device 102 of FIG. 21D
inserted into a vaginal cavity 2150 to deliver light to cervical
tissue 2155 of a patient proximate and within to a cervical
opening 2156. The primary light emitting surface 2124 may
be arranged to impinge light on cervical tissue bounding the
vaginal cavity 2150, whereas the probe portion 2126 may be
inserted into the cervical opening 2156 to deliver additional
light therein to increase the amount of cervical tissue subject
to receipt of the light for addressing one or more conditions
including pathogen (e.g., HPV) neutralization.

Light guides according to principles of the present dis-
closure may be shaped in a variety of ways depending on the
application. Referring to FIGS. 22A and 22B, the light guide
1320 may have various profiles and cross-sectional areas. In
the embodiment illustrated in FIG. 22A, light guide 1320
may have a straight profile allowing at least some of the light
from light emitter(s) 120 to enter hexagonal endface 2202
and exit hexagonal endface 2204 without being internally
reflected. In the embodiment illustrated in FIG. 22B, light
guide 1320 may have a bent profile. In this embodiment,
light guide 1320 may have a bend 2210 that causes all of the
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light from light emitter(s) 120 entering circular endface
2206 and exiting circular endface 2208 to be internally
reflected. In certain embodiments, bend 2210 may cause
light 130 to exit light guide 1320 in a mixed and/or homog-
enized state.

Referring to FIGS. 23A-23E, light guide 1320 may have
various profiles. In the embodiment illustrated in FIG. 23 A,
light guide 1320 may have a straight profile allowing at least
some of the light from light emitter(s) 120 to enter endface
2302 and exit endface 2304 without being internally
reflected. In the embodiment illustrated in FIG. 23B, light
guide 1320 may have a bent profile. In this embodiment,
light guide 1320 may have a bend 2306 that causes all of the
light from light emitter(s) 120 entering endface 2308 and
exiting endface 2310 to be internally reflected. In the
embodiment illustrated in FIG. 23C, light guide 1320 may
have a tapered profile having an endface 2312 through
which light from light emitter(s) 120 enters light guide 1320
that is relatively larger than an endface 2314 through which
light from light emitter(s) 120 exits light guide 1320. In the
embodiment illustrated in FIG. 23D, light guide 1320 may
have a uptapered profile having an endface 2316 through
which light from light emitter(s) 120 enters light guide 1320
that is relatively smaller than an endface 2318 through
which light from light emitter(s) 120 exits light guide 1320.
In the embodiment illustrated in FIG. 23E, light guide 1320
may have a 90-degree bent profile. In this embodiment, light
guide 1320 may have a 90-degree bend 2320 that causes all
of the light from light emitter(s) 120 entering endface 2322
and exiting endface 2324 to be internally reflected.

Referring to FIGS. 24A-24C, light guide 1320 may have
various additional profiles. In the embodiment illustrated in
FIG. 24 A, light guide 1320 may have a bent profile. In this
embodiment, light guide 1320 may have multiple bends
(e.g., bends 2402, 2404, and 2406) that cause all of the light
from light emitter(s) 120 entering endface 2408 and exiting
endface 2410 to be internally reflected. In the embodiment
illustrated in FIG. 24B, light guide 1320 may have a bulbous
profile having a flat endface 2412 through which light from
light emitter(s) 120 enters light guide 1320 that is relatively
smaller than a bulbous endface 2414 through which light
from light emitter(s) 120 exits light guide 1320. In the
embodiment illustrated in FIG. 24C, light guide 1320 may
have a curved profile. In this embodiment, light guide 1320
may have a uniform curvature that causes all of the light
from light emitter(s) 120 entering endface 2416 and exiting
endface 2418 to be internally reflected.

Referring to FIGS. 25A-25C, light guide 1320 may be
tapered and/or uptapered in multiple dimensions. In this
embodiment, light guide 1320 may have a tapered profile in
the dimension illustrated in FIG. 25A and an uptapered
profile in the dimension illustrated in FIG. 25C. In certain
embodiments, a circular surface area of endface 2502 may
be greater than, less than, or equal to an elliptical surface
area of endface 2504.

In some embodiments, light guide 1320 may have a split
configuration. In these embodiments, light guide 1320 may
have a different number of light-entering endfaces and
light-exiting endfaces. For example, in the embodiment
illustrated in FIGS. 26A-26C, light guide 1320 may include
a single light-entering endface 2602 and two light-exiting
endfaces 2604. In certain embodiments, a surface area of
light-entering endface 2602 may be greater than, less than,
or equal to a surface area of light-exiting endfaces 2604.

Light guides of the present disclosure may include cross-
sectional areas and/or endfaces with various shapes. For
example, in the embodiment illustrated in FIG. 27A, light
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guide 1320 may have a circular cross-sectional area and a
circular endface 2702. In the embodiment illustrated in FIG.
278, light guide 1320 may have a hexagonal cross-sectional
area and a hexagonal endface 2704. In the embodiment
illustrated in FIG. 27C, light guide 1320 may have an
elliptical cross-sectional area and an elliptical endface 2706.
In the embodiment illustrated in FIG. 27D, light guide 1320
may have a rectangular cross-sectional area and a rectangu-
lar endface 2708. In the embodiment illustrated in FIG. 27E,
light guide 1320 may have a pentagonal cross-sectional area
and a pentagonal endface 2710. In the embodiment illus-
trated in FIG. 27F, light guide 1320 may have an octagonal
cross-sectional area and an octagonal endface 2712. In the
embodiment illustrated in FIG. 27G, light guide 1320 may
have an oval cross-sectional area and an oval endface 2714.
In the embodiment illustrated in FIG. 27H, light guide 1320
may have a triangular cross-sectional area and a triangular
endface 2716. In the embodiment illustrated in FIG. 271,
light guide 1320 may have a semicircular cross-sectional
area and a semicircular endface 2718.

Light guides of the present disclosure may have uniformly
shaped cross-sectional areas and similarly shaped endfaces.
For example, in the embodiment illustrated in FIG. 28A, the
light guide 1320 may have circular endfaces 2802 and 2804
with similar shapes and sizes. In other embodiments, the
light guide 1320 may have differently shaped cross-sectional
areas and differently shaped endfaces. For example, in the
embodiment illustrated in FIGS. 27] and 28B, the light
guide 1320 may have a hexagonal endface 2720 and a
circular endface 2722. In this embodiment, the cross-sec-
tional area of the light guide 1320 may be hexagonal,
circular, and/or a combination of hexagonal and circular.

Light guides of the present disclosure may include end-
faces with various types of surfaces. For example, in the
embodiments illustrated in FIGS. 28A and 28B, light guide
1320 may have substantially flat endfaces. In the embodi-
ment illustrated in FIG. 28C, light guide 1320 may have an
endface with an irregularly shaped surface 2806. In the
embodiment illustrated in FIG. 28D, light guide 1320 may
have an endface with a conical surface 2808. In the embodi-
ment illustrated in FIG. 28E, light guide 1320 may have an
endface with a multifaceted surface 2810. In the embodi-
ment illustrated in FIG. 28F, light guide 1320 may have an
endface with a flat surface 2812. In the embodiment illus-
trated in FIG. 28G, light guide 1320 may have an endface
with a convex surface 2814. In the embodiment illustrated in
FIG. 28H, light guide 1320 may have an endface with a
concave surface 2816. In the embodiment illustrated in FIG.
281, light guide 1320 may have an endface with a rounded
surface 2818. In the embodiment illustrated in FIG. 28],
light guide 1320 may have an endface with a chamfered
surface 2820. In the embodiment illustrated in FIG. 28K,
light guide 1320 may have an endface with an angled surface
2822.

Light guides of the present disclosure may have one or
more cores, and each core of light guide 1320 may be
cladded or uncladded and/or buffered or unbuffered. For
example, in the embodiment illustrated in FIGS. 29A and
29B, light guide 1320 may include a single uncladded and
unbuffered circular core 2902 having a circular cross-sec-
tional area 2904. In at least one embodiment, the index of
refraction of light guide 1320 may be uniform across cross-
sectional area 2904. In the embodiment illustrated in FIG.
29C, light guide 1320 may include a uncladded and unbut-
fered square core 2906 having a square cross-sectional area
2908. In at least one embodiment, the index of refraction of
light guide 1320 may be uniform across cross-sectional area
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2908. In the embodiment illustrated in FIG. 29E, light guide
1320 may include a circular core 2910 surrounded by a
cladding 2912. In at least one embodiment, circular core
2910 may be designed to have a higher index of refraction
than that of cladding 2912, which may cause total internal
reflection of light in circular core 2910. In the embodiment
illustrated in FIG. 29F, light guide 1320 may include a
circular core 2914 surrounded by a cladding 2916. In at least
one embodiment, cladding 2916 may be surrounded by an
additional cladding or buffer 2918. In some embodiments,
circular core 2914 may be designed to have a higher index
of refraction than cladding 2916. Additionally, cladding
2916 may be designed to have a higher index of refraction
than cladding 2918, which may cause more efficient total
internal reflection of light in circular core 2914.

In the embodiment illustrated in FIGS. 30A-30C, light
guide 1320 may include multiple fibers 3002. In some
embodiments, multiple fibers 3002 may be encapsulated in
a flexible or rigid buffer 3004. If buffer 3004 is formed from
a flexible material and multiple fibers 3002 are flexible, light
guide 1320 may also be flexible and able to take on various
bent shapes (e.g., the bent shape illustrated in FIG. 30C). In
some embodiments, each of multiple fibers 3002 may be
coupled to a different one of light emitter(s) 120. In other
embodiments, two or more of multiple fibers 3002 may be
coupled to the same light emitter(s) 120. In certain embodi-
ments, one or more of multiple fibers 3002 may be addi-
tionally or alternatively coupled to an optical sensor.

FIG. 31A illustrates several exemplary multicore configu-
rations of the light guide 1320 in which one or more cores
3102 are coupled to light emitter(s) 120 while one or more
other cores 3104 are coupled to an optical sensor 3106. In an
alternative embodiment, cores 3102 may be coupled to
optical sensor 3106, and cores 3104 may be coupled to light
emitter(s) 120. FIGS. 31B-31D illustrates exemplary cross-
sectional areas of cores 3102 and 3104. In the embodiment
illustrated in FIG. 31B, cross-sectional areas 3108 and 3110
may represent the cross-sectional areas of cores 3102 and
3104, respectively. In the embodiment illustrated in FIG.
31C, cross-sectional areas 3112 and 3114 may represent the
cross-sectional areas of cores 3102 and 3104, respectively.
In the embodiment illustrated in FIG. 31D, cross-sectional
areas 3116 and 3118 may represent the cross-sectional areas
of cores 3102 and 3104, respectively.

In certain embodiments, light guides of the present dis-
closure may have one or more hollow cores and/or hollow
cross-sectional areas. For example, in the embodiment illus-
trated in FIG. 32A, light guide 1320 may have a circular
hollow core 3202 and/or a circular hollow cross-sectional
area 3204. In the embodiment illustrated in FIG. 32B, light
guide 1320 may have a rectangular hollow core 3206 and/or
a rectangular hollow cross-sectional area 3208. In the
embodiment illustrated in FIG. 32C, light guide 1320 may
have an elliptical hollow core 3210 and/or an elliptical
hollow cross-sectional area 3212. In the embodiment illus-
trated in FIG. 32D, light guide 1320 may have a hexagonal
hollow core 3214 and/or a hexagonal hollow cross-sectional
area 3216.

In certain embodiments, the hollow cores 3202, 3206,
3210, and/or 3214 may have reflective surfaces, and the light
guide 1320 may be configured to deliver light via the hollow
cores 3202, 3206, 3210, and/or 3214. Additionally or alter-
natively, light guide 1320 may be configured to deliver light
via cross-sectional areas 3204, 3208, 3212, or 3216. For
example, in the embodiment illustrated in FIG. 33, light
guide 1320 may form a part of a ventilator and may include
a hollow core 3302 through which air 3304 may flow while
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the light 130 is transmitted from light emitter(s) 120 through
light guide 1320 to tissue within a patient’s oral cavity.
Similarly, in the embodiment illustrated in FIG. 34, light
guide 1320 may include a hollow core 3402 through which
air 3404 may flow while the light 130 is transmitted from
light emitter(s) 120 through light guide 1320 to tissue within
a patient’s oral cavity. In this embodiment, light guide 1320
may additionally include a tube 3406 through which fluids
3408 may be suctioned and/or drained while light guide
1320 is inserted within a patient’s mouth (or other body
cavity).

FIG. 35 is an illustration of an exemplary u-shaped
configuration 3500 of the light guide 1320 for directing light
towards a user’s cheeks when inserted into the user’s mouth.
As shown, light guide 1320 may include an inner surface
3502 with a reflective coating 3504. Reflective coating 3504
may reflect the light 130 radially from light guide 1320
and/or in a direction transverse to the direction from which
the light 130 entered light guide 1320.

In certain embodiments, the light guide 1320 may include
a cap or shield for protecting light guide 1320 and/or for
protecting tissue proximate to light guide 1320 from over
exposure. In the embodiment illustrated in FIG. 36A, light
guide 1320 may include a covering cap 3602. In the embodi-
ment illustrated in FIG. 36B, light guide 1320 may include
a butt dome cap 3604. In the embodiment illustrated in FIG.
36C, light guide 1320 may include a butt flat cap 3606. In
the embodiment illustrated in FIG. 36D, light guide 1320
may include a conical shield 3608 having an opening 3610
through which light may pass. In the embodiment illustrated
in FIG. 36FE, light guide 1320 may include an angled conical
shield 3612 having an opening 3614 through which light
may pass. In the embodiment illustrated in FIG. 36F, light
guide 1320 may include a one-sided shield 3616 having an
opening 3618 through which light may pass. In the embodi-
ment illustrated in FIG. 36G, light guide 1320 may include
a perforated shield 3620 having multiple openings 3624
through which light may pass.

Ilumination devices according to the present disclosure
may be controlled in a variety of ways, for example illumi-
nation devices may be turned on or off via a simple on/off
switch or button (e.g., via button 1406 or button 1606
discussed above), although other control mechanisms may
also be provided. FIGS. 37 and 38 illustrate an exemplary
lever-based switching mechanism 3700 for powering and/or
controlling illumination device 102 after illumination device
102 has been inserted into a user’s mouth. In this embodi-
ment, illumination device 102 may include a power source
3702 that powers light emitter(s) 120 and/or emitter-driving
circuitry 110, a switch 3704 that connects or disconnects
power source 3702 from light emitter(s) 120 and/or emitter-
driving circuitry 110, and a pivot lever 3706 positioned to
close or open switch 3704. A spring 3708 may apply a force
on pivot lever 3706 that, when not counteracted, causes
pivot lever 3706 to open switch 3704. The user may coun-
teract the force applied by spring 3708 by biting down on
pivot lever 3706, thus causing pivot lever 3706 to close
switch 3704 and enabling power source 3702 to apply power
to light emitter(s) 120 and/or emitter-driving circuitry 110,
as shown in FIG. 38.

Ilumination devices according to the present disclosure
may be at least partially controlled or managed by an
application executing on another device. In one example,
illumination device 102 may be controlled or managed by all
or a portion of exemplary system 3900 illustrated in FIG. 39.
As shown in FIG. 39, system 3900 may include a server
3902 in communication with a client-side device 3906 via a
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network 3904. In one example, server 3902 may include a
server-side application 3908 for managing, controlling, or
communicating with illumination device 102. In at least one
embodiment, server-side application 3908 may be config-
ured to collect (e.g., as part of a clinical trial) usage data
from multiple illumination devices.

Additionally or alternatively, client-side device 3906 may
include a client-side application 3910 for managing, con-
trolling, or communicating with illumination device 102. In
at least one embodiment, client-side application 3910 may
be configured to collect (e.g., as part of a clinical trial) sensor
data from illumination devices and/or user feedback.

Server 3902 and client-side device 3906 generally repre-
sent any type or form of computing device capable of
reading computer-executable instructions. Examples of
server 3902 and client-side device 3906 include, without
limitation, laptops, tablets, desktops, servers, cellular
phones, Personal Digital Assistants (PDAs), multimedia
players, embedded systems, wearable devices (e.g., smart
watches, smart glasses, etc.), routers, switches, gaming
consoles, combinations of one or more of the same, or any
other suitable computing device. In at least one example,
client-side device 3906 may represent a user’s computing
device to which the user has paired illumination device 102.

Network 3904 generally represents any medium or archi-
tecture capable of facilitating communication or data trans-
fer. Examples of network 3904 include, without limitation,
an intranet, a Wide Area Network (WAN), a Local Area
Network (LAN), a Personal Area Network (PAN), the Inter-
net, Power Line Communications (PL.C), a cellular network
(e.g., a Global System for Mobile Communications (GSM)
network), or the like. Network 3904 may facilitate commu-
nication or data transfer using wireless or wired connections.
In one embodiment, network 3904 may facilitate commu-
nication between server 3902 and either client-side device
3906 or illumination device 102.

FIG. 40 is a flow diagram of an exemplary computer-
implemented method 4000 for performing phototherapy
operations based on sensor measurements. The steps shown
in FIG. 40 may be performed by any suitable computer-
executable code and/or computing system, including the
system(s) illustrated in FIG. 39. In one example, each of the
steps shown in FIG. 40 may represent an algorithm whose
structure includes and/or is represented by multiple sub-
steps, examples of which will be provided in greater detail
below.

As illustrated in FIG. 40, at step 4010, one or more of the
systems described herein may obtain a first set of measure-
ments of living tissue. For example, as illumination device
according to any of the previously-described embodiments
may obtain a temperature of a target body tissue via a
temperature sensor and/or may capture one or more images
of the target body tissue via a camera sensor. In at least one
embodiment, the illumination device may capture one or
more visible-light images, one or more infrared images, one
or more ultraviolet images, one or more images measuring
light within a predetermined range of wavelengths, and/or
one or more images measuring light within two or more
different predetermined ranges of wavelengths. In some
embodiments, one or more of the systems described herein
may use a first set of measurements to establish a baseline
measurement from which the safety or efficacy of a subse-
quent phototherapy treatment may be validated and/or the
health of a user may be monitored.

At step 4020, one or more of the systems described herein
may impinge, during a phototherapy treatment, the light
onto the living tissue. Then at step 4030, one or more of the
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systems described herein may obtain a second set of mea-
surements of the living tissue. In some embodiments, the
second set of measurements may include the same types of
measurement included in the first set of measurements.
While the exemplary computer-implemented method 4000
is provided in the context of the light, the principles dis-
closed are applicable to any light that may induce any of
previously described biological effects.

At step 4040, one or more of the systems described herein
may perform an operation based on at least one of the first
set of measurements and the second set of measurements. In
one example, client-side application (e.g., 3910 of FIG. 39)
may relay the first set of measurements and the second set
of measurements from illumination device (e.g., 102 of FIG.
39) to server-side application (e.g., 3908 of FIG. 39) for
analysis. In one embodiment, server-side application may
use the first set of measurements and/or the second set of
measurements to validate the safety or efficacy of impinging
the light onto the living tissue based on a comparison of the
first set of measurements and the second set of measure-
ments.

In another example, the illumination device 102 and/or
client-side application 3910 as illustrated in FIG. 39 may
adjust a parameter of a subsequent phototherapy treatment
based on a comparison of the first set of measurements and
the second set of measurements. For example, the illumi-
nation device 102 and/or the client-side application 3910
may adjust a duration of the subsequent phototherapy treat-
ment, an intensity, a peak wavelength, or a range of wave-
lengths of the light.

In some embodiments, the illumination device 102 may
include one or more light-blocking elements that prevent the
light 130 from reaching portions of body tissue 104 not
intended to receive the light 130 (e.g., any portions of body
tissue 104 not considered treatment area 140, such as
protected area 4150 in FIGS. 41 and 42). FIG. 41 is an
illustration of an exemplary configuration 4100 of illumi-
nation device 102 having a light-blocking light guide 4120.
In this configuration, illumination device 102 may be sized
and shaped to fit partially or fully within a body cavity 4110.
In this embodiment, light emitter(s) 120 may be operable to
emit the light 130 inside of body cavity 4110 along one or
more paths (e.g., paths 4130 and 4140), and light-blocking
light guide 4120 may be shaped to (1) allow the light 130 to
travel along direct path 4130 to treatment arca 140 but (2)
prevent the light 130 from travelling along a blocked path
4140 to protected area 4150. FIG. 42 illustrates an exem-
plary configuration 4200 of illumination device 102 having
a light-blocking light guide 4220. In this embodiment, light
emitter(s) 120 may be operable to the light 130 outside of a
body cavity 4210 along multiple paths (e.g., paths 4230 and
4240), and light-blocking light guide 4220 may be shaped to
(1) allow the light 130 to travel along direct path 4230 to
treatment area 140 within body cavity 4210 but (2) prevent
the light 130 from traveling along blocked path 4240 to
protected area 4150.

Light-blocking light guides 4120 and/or 4220 may
include any light blocking component operable to prevent
light from reaching certain portions of a user’s body by
blocking, reflecting, or absorbing a substantial amount of the
light. In some examples, light-blocking light guides 4120
and/or 4220 may include one or more hollow or transparent
regions that allow the light to be transmitted freely through
the regions and/or one or more solid, reflective, or opaque
regions that prevent the light from being freely transmitted
through the region. Examples of light-blocking light guides
4120 and/or 4220 include, without limitation, hollow cyl-
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inders, tubes, pipes, shrouds, funnels, snoots, and collima-
tors. In some examples, light-blocking light guides 4120
and/or 4220 may perform additional functions, such as
expanding a body cavity or spreading or displacing tissue.
For example, the mouthpieces and/or light guides illustrated
in connection with FIGS. 43-53 may include one or more
light blocking regions (e.g., to prevent portions of a user’s
cheeks or tongue from being exposed to the light.

Light-blocking light guide 4220 may be suitably shaped
based on the body cavity it will be inserted into. For
example, light-blocking light guide 4220 may be shaped to
conform to or fit within at least one of a nasal cavity, an ear
cavity, a throat cavity, a laryngeal cavity, a pharyngeal
cavity, a tracheal cavity, an esophageal cavity, a urethral
cavity, a vaginal cavity, or a cervical cavity. In one embodi-
ment, body cavity 4110 may be an oral cavity, and light-
blocking light guide 4220 may be shaped to fit through a
mouth and direct the light 130 to living tissue within the oral
cavity.

FIGS. 43-52 illustrate various views of an exemplary
handheld configuration 4300 of illumination device 102 for
delivering light (e.g., nitric-oxide modulating light and/or
light to induce any of the previously described biological
effects) to living tissue within or near a user’s oral cavity,
including the oropharynx. As shown, illumination device
102 may include an outer housing having (1) a housing 4302
for containing and protecting the light emitter(s) 120, (2) a
housing 4304 for containing and protecting at least light
emitter-driving circuitry 110, a button 4306 for energizing
illumination device 102 and/or light emitter(s) 120, and/or a
carrier 4308, and (3) a housing 4310 for containing and
protecting at least a battery 4312. In some embodiments,
housing 4304 may be encased by a sleeve or overmolding
4314 having a tactile element 4316 for engaging button 4306
and a port 4318 for charging illumination device 102 and/or
accessing data stored to illumination device 102. In the
exploded view FIG. 46, light emitter(s) 120 may be affixed
to a printed circuit board 4320, which may be secured to
housing 4302 by screws 4322 (or any other suitable fasten-
ers). Additionally, illumination device 102 may include a
lens 4324 for light 130 into and/or near a user’s oral cavity.
In some embodiments, a retaining ring 4326 may secure lens
4324 to housing 4302. In this example, a lens washer 4328
may be positioned between retaining ring 4326 and lens
4324, and a lens gasket 4330 may be positioned between
lens 4324 and housing 4302. As shown, illumination device
102 may include a light guide 4332 and a mouthpiece 4334
suitably sized and shaped for insertion into a user’s oral
cavity.

As shown in FIGS. 48A-48D, mouthpiece 4334 may
include an outer surface 4802 for interfacing or engaging
with the surfaces of a user’s oral cavity (e.g., the user’s lips
and cheeks), a biting surface 4804 for interfacing with the
user’s teeth, and protrusions 4806 for engaging the backs of
the user’s teeth. In some embodiments, outer surface 4802
may apply an outward force on a user’s lips and/or cheeks
in order to expand the user’s oral cavity during a photo-
therapy treatment. In some embodiments, biting surface
4804 and/or protrusions 4806 may enable a user to secure
illumination device 102 in the user’s mouth by biting against
biting surface 4804. In some embodiments, mouthpiece
4334 may help index illumination device 102 at an appro-
priate depth within the user’s oral cavity. In one embodi-
ment, mouthpiece 4334 may index illumination device 102
at a depth within a user’s oral cavity at which an area of
tissue exposed to the light 130 is equal to about 25 cm2. In
one embodiment, mouthpiece 4334 may index light guide
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1320 at a depth within a user’s oral cavity at which an
irradiance of the light onto tissue is less than about 160
mW/cm2. In this regard, the mouthpiece 4334 may be
referred to as a light guide positioner that is configured to
position and hold the light guide 4332 at least partially in or
near the oral cavity to ensure that light emitting from the
light emitter(s) 120 exits the light guide 4332 in a suitable
location for irradiating a target tissue, e.g., the oropharynx.
In at least some embodiments, mouthpiece 4334 may func-
tion to block the light from reaching portions of a user’s oral
cavity and may be suitably shaped and sized for that
purpose. In some embodiments, mouthpiece 4334 may be
removable from illumination device 102.

As shown in FIGS. 49A-49D, light guide 4332 may
include a tongue depressor 4900 for depressing a user’s
tongue when inserted into the user’s mouth. In some
embodiments, tongue depressor 4900 may displace the
user’s tongue to expose the back of the user’s throat, the
oropharynx (or another treatment area) to the light emitted
by light emitter(s) 120. Tongue depressor 4900 may have
any suitable size and shape and may function to block the
light from reaching a user’s tongue. In some embodiments,
light guide 4332 may include cylindrical walls 4902 defining
a light transmissive pathway 4904 through which the light
may pass. In at least some embodiments, cylindrical walls
4902 may function to block the light from reaching portions
of'a user’s oral cavity and may be suitably shaped and sized
for that purpose. In some embodiments, light guide 4332
may be removable. In the embodiments illustrated in FIGS.
49A-49D, light guide 4332 may include securing tabs 4906
shaped to interface with notches 5102 and 5104 of housing
4302. In the alternative embodiment illustrated in FIG. 52,
light guide 4332 may include securing notches (e.g., notch
5204) shaped to securely engage corresponding protrusions
of housing 4302 (e.g., protrusion 5202).

In some embodiments, the mouthpiece 4334, which may
also be referred to as a light guide positioner, and the light
guide 4332 may be parts of a single inseparable structure.
Alternatively, the mouthpiece 4334 and the light guide 4332
may be separable structures that are securely joined together
to form removable assembly. In either case, the combination
of the mouthpiece 4334 (e.g., the light guide positioner) and
the light guide 4332 may form a combined assembly that
may be removably attached to the illumination device 102.
FIGS. 50A-50D illustrate an exemplary removable assembly
5000 of mouthpiece 4334 and light guide 4332. In this
embodiment, light guide 4332 may include securing protru-
sions 4908 shaped to interface with corresponding notches
of mouthpiece 4334 to facilitate tool-less separation of the
light guide 4332 from the mouthpiece 4334.

FIGS. 51A, 51B, and 51C are respective side, front, and
perspective views of the illumination device 102 of FIG. 43
without the removable assembly 5000 of the mouthpiece
4334 and the light guide 4332 of FIGS. 50A-50D, according
to some embodiments. In certain embodiments, the securing
tabs 4906 as illustrated in FIGS. 49A-49D may be config-
ured to snap fit or otherwise attach to the notches 5102 and
5104 of housing 4302. In this regard, the mouthpiece 4334
and the light guide 4332 may be easily removed from the
illumination device 102 for cleaning and or replacement.

FIG. 52 is a side view of another exemplary configuration
5200 of the exemplary illumination device 102 for embodi-
ments where the mouthpiece 4334 and the light guide 4332
may be easily removed from the illumination device 102. As
illustrated, light guide 4332 may include securing notches
(e.g., notch 5204) shaped to securely engage corresponding
protrusions of housing 4302 (e.g., protrusion 5202).
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FIG. 53 illustrates an exemplary handheld configuration
5300 of illumination device 102 for delivering the light to
living tissue within or near a user’s oral cavity, including the
oropharynx. As illustrated, the illumination device 102 may
include an outer housing 5302 for containing and protecting
one or more of the light emitter(s), the emitter-driving
circuitry 110, and/or the one or more sensors as previously
described. In some embodiments, the outer housing 5302
may include a hand grip 5304, and a button 5306 for
energizing the illumination device 102 and/or the light
emitter(s). In some embodiments, the illumination device
102 may include a mouthpiece 5310 for interfacing with a
user’s mouth, cheeks, and/or teeth and a tongue depressor
5308 for displacing the user’s tongue. In some examples,
illumination device 102 may include a positioning plate
5312 with which a user of illumination device 102 may
gauge proper insertion depth of illumination device 102
and/or upper and lower bite guards 5314 for enabling a user
to secure illumination device 102 by biting against bite
guards 5314. In some embodiments, positioning plate 5312
may, when touching an outer surface of a user’s mouth, help
index illumination device 102 at an appropriate depth within
the user’s oral cavity. In one embodiment, positioning plate
5312 may index illumination device 102 at a depth within a
user’s oral cavity at which an area of tissue exposed to the
light is equal to about 25 cm?. In one embodiment, posi-
tioning plate 5312 may index light guide 1320 at a depth
within a user’s oral cavity at which an irradiance of the light
onto tissue is less than about 160 mW/cm?2.

While not illustrated in the drawings, it is noted that
suitably sized and shaped mouthpieces and/or light guides
(similar to the mouthpieces and light guides described in
connection with FIGS. 43-53) may also be integrated into
the example configurations of illumination device 102 illus-
trated in FIGS. 14-21. Moreover, the mouthpieces and light
guides described in connection with FIGS. 43-53 may
include some or all of the features of light guide 1320.

FIGS. 54A-54E illustrate various views of an exemplary
handheld configuration 5400 of the illumination device 102
for delivering light (e.g., nitric-oxide modulating light and/
or light to induce any of the previously described biological
effects) to living tissue within or near a user’s oral cavity,
including the oropharynx. FIG. 54A is a front perspective
view, FIG. 54B is a back perspective view, FIG. 54C is a
front view, FIG. 54D is a side view, and FIG. 54E is a top
view of the exemplary handheld configuration 5400 of the
illumination device 102. The exemplary handheld configu-
ration 5400 of FIGS. 54A-54F is similar to the exemplary
handheld configuration 4300 of FIGS. 43-52 as previously
described, and the tongue depressor 4900 further defines a
shape that includes a width at an end of the tongue depressor
4900 that is larger than a corresponding width of the tongue
depressor 4900 that is closer to the housing 4302. In this
manner, the end of the tongue depressor 4900 may be
configured to depress a larger portion of a user’s tongue
when inserted into the user’s mouth. Additionally, the hous-
ing 4302 may form one or more features 4302' that may
provide heat dissipation for the housing 4302. Similar fea-
tures 4302' are illustrated in FIG. 43, but are provided in a
manner that wraps around multiple sides of the housing
4302, while in the embodiment of FIGS. 54A-54E, the
features 4302' may be provided along a back side of the
housing 4302 with wrapping around to portions of the
housing adjacent the light guide 4332.

Phototherapy as described herein may be administered to
selected portions of the oral cavity, auditory canal, throat,
larynx, pharynx, oropharynx, trachea and/or esophagus,
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using appropriate devices, the selection of which depends on
the location that the light is to be administered. The treat-
ment methods described herein can be carried out using any
light delivery device or devices that is/are capable of deliv-
ering light having the desired characteristics (e.g., wave-
length characteristics, radiant flux, duration, pulsing or
non-pulsing, coherency, etc.) to desired regions.

In addition to the above-described illumination devices,
representative types of light delivery devices that can be
used in carrying out phototherapy, and/or light delivery
devices described herein, include any devices that can be
used to deliver light to (and/or that can be positioned in or
pass through) any part or parts of patients’ oral cavity,
auditory canal, and the like. Examples include, but are not
limited to, light emission devices (e.g., shaped and sized so
as to be inserted or insertable into patients’ mouths and/or
nasal cavities), scopes, such as ophthalmoscopes to reach the
mouth, throat, ears and nose, bronchoscopes, for reaching
deeper into the throat, and to the larynx, pharynx, esopha-
gus, trachea, and the like, tubes with light emitting element
(s) and/or light delivery component(s), and the like.

Examples include, but are not limited to, light emission
devices (e.g., shaped and sized so as to be inserted or
insertable into patients’ oral cavity, such as the nasal cavity,
and/or the auditory canal), scopes, such as ophthalmoscopes,
with light emitting element(s) and/or light delivery compo-
nent(s), tubes with light emitting element(s) and/or light
delivery component(s), and the like. In various embodi-
ments, the light source is a wand, flashlight, ophthalmo-
scope, or light panel.

Light emission devices that are shaped and sized so as to
be inserted or insertable into patients’ mouths and/or nasal
cavities include generally any device that is suitable for
insertion into a patient’s mouth and/or nasal cavity and that
is capable of emitting light having desired characteristics.
Examples include panels, which can be flat or curved,
wands, flashlights, headphones with a light source in addi-
tion to or in place of speakers, scopes, tubes and intra-oral
devices. Each of these has a light emitting source, such as
light-emitting diodes (LEDs), OLEDs, superluminous
diodes (SLDs), lasers, and combinations thereof, to shine
light into the oral cavity, auditory canal, and the like.

Scopes comprising light emitting element(s) and/or light
delivery component(s) can be used in the methods described
herein. Such scopes include any device suitable for insertion
into any region (and/or through any region) of a patient’s
respiratory tract. At least one light delivery component
and/or at least one light emitting element is disposed within
and/or supported by the scope.

Representative examples of suitable scopes include bron-
choscopes, nasopharyngoscopes, fiberscopes, etc. Represen-
tative examples of suitable light delivery components
include fiber optic devices and other waveguides.

In one particular embodiment, an ophthalmoscope is
disclosed which, rather than permitting a physician from
viewing the mouth, ears and nose of a patient, is outfitted
with a light source, such as an LED, OLED, laser, and the
like, which emits light at one or more specific antimicrobial
wavelengths. In aspects of this embodiment, the ophthal-
moscope has attachments to focus the light on the ear and/or
nose.

An ophthalmoscope is a handheld, typically battery-
powered device containing illumination and viewing optics
intended to examine the media (cornea, aqueous, lens, and
vitreous) and the retina of the eye. However, an ophthalmo-
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scope also typically includes various attachments that enable
the device to be used to illuminate the ears, nares, mouth and
throat.

One such attachment is an otoscope attachment, which
allows the user to illuminate the ear canal and tympanic
membrane.

Another type of attachment is a nasal speculum adapter
(often used in conjunction with an otoscope attachment.
When using the otoscope attachment with a nasal speculum
adapter, the device can illuminate the nares (nostrils) while
maintaining a line of sight through the nasal passages, one
nasal passage at a time.

Abent arm illuminator is a handheld light that can be used
to illuminate a patient’s mouth and upper throat. It can also
be used for trans-illumination of the sinuses. Whereas a
typical ophthalmoscope or bronchoscope includes an on/off
switch, but not a timer, the bronchoscope described herein
can include a timer, which allows the user to know when the
treatment is completed. The timer can include different
treatment times, based on the location the light is adminis-
tered, the wavelength that is administered, and the like.

Certain embodiments of devices that pass through a
patient’s epiglottis (e.g., devices that comprise scopes and
tubes that pass through a patient’s mouth or nasal cavity,
past the epiglottis and into the trachea) can comprise a
demand valve-type component. This is similar to a demand
valve in a scuba diving device, and assists in keeping the
epiglottis from blocking insertion of the device (e.g., scope
or tube).

Tubes with light emitting element(s) and/or light delivery
component(s), for example, LED, OLED, or laser light
emitting or delivering components, can be used in the
methods described herein. This includes any device that is
suitable for insertion into any region (and/or through any
region) of a patient’s oral cavity, wherein at least one light
delivery component and/or at least one light emitting ele-
ment is disposed within and/or supported by the tube. In
another embodiment, the tube includes light sources posi-
tioned at the front of the tube, and at various positions
around the tube, so as to be able to simultaneously shine
light to the throat, the roof of the mouth, the tongue, the
gums, and the cheeks of the user. Representative examples
of suitable tubes include tracheostomy tubes, endotracheal
tubes and nasogastric tubes, and representative examples of
tubes with light emitting element(s) and/or light delivery
components(s). Specifically included are tubes with at least
one optical fiber and/or other waveguide disposed within
and/or supported by the tube, and with at least one light
emitting element positioned and oriented so as to feed light
into the optical fiber(s) and/or other waveguide(s).

In another aspect, the light source is a panel (i.e., a light
panel), which can be straight or curved, and the user can be
exposed to the light by opening the mouth, for example, with
a cheek retractor, and rather than hold the light source, the
panel can be positioned such that the patient can sit down,
or lie down, and be exposed to the panel. The panel can
include a clip or a stand to facilitate orienting the panel so
that the user’s mouth, nose and/or ears can be exposed to the
antimicrobial light.

As noted above, devices for use in carrying out methods
described herein (and certain embodiments of devices
described herein) comprise at least one light emitting ele-
ment that is/are capable of delivering light having the
desired characteristics (e.g., wavelength characteristics,
radiant flux, duration, pulsing or non-pulsing, coherency,
etc.) to desired regions of a patient’s respiratory tract.
Wavelength characteristics include saturation, wavelength
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spectra (e.g., range of wavelengths, full width at half maxi-
mum values), dominant wavelength, and/or peak wave-
length).

In certain embodiments, at least one of the light emitting
element(s) is/are solid-state light emitting devices.
Examples of solid state light emitting devices include, but
are not limited to, LEDs, OLEDs, SLDs, lasers, thin film
electroluminescent devices, powdered electroluminescent
devices, field induced polymer electroluminescent devices,
and polymer light-emitting electrochemical cells.

While both LEDs and lasers are variable power light
sources, LEDs are more flexible in this regard. Lasers have
a threshold current, below which there is no power output,
and above which the power increases exponentially as more
drive current is applied. LEDs, in contrast, begin emitting
light at very low drive current and then emission is roughly
linear with increasing drive current. This advantage of LEDs
over lasers can be important to supply sufficient flux to treat
the targeted disease, while not providing so much that it
damages the tissue. This feature can be particularly impor-
tant in areas of the body, such as the lung, where the same
medical device can be used to address different and com-
plicated topologies.

While they are not a coherent source with a spectral width
as narrow as a laser, LEDs can offer certain advantages over
lasers in photobiomodulation (PBM). These advantages are
directly applicable to one component of PBM—absorption
by photoacceptor molecules. LEDs are more easily available
over a wide range of wavelengths, from UV to IR, than
lasers. In addition to being available over a wider wave-
length range, LEDs are also more readily available at more
discrete wavelengths within that range. LEDs are character-
ized by a broader spectral width than lasers, and, because of
this, absorption by a targeted molecule is less likely to be
missed by incorrect choice of the emission wavelength of
the few nm wide laser. LEDs are also characterized by
broader far fields than lasers, and this makes more uniform
treatment of large areas more straightforward than it is with
lasers, whether by direct emission or illumination of the
target through other optical elements. Finally, from a prag-
matic view, LEDs are more cost effective per mw emission,
more readily available, and easier to use in optical systems
than lasers. Accordingly, in one embodiment, the treatment
methods described herein use LEDs as the source of light. In
certain embodiments, one, some or all of the light emitting
elements have full width at half maximum value of less than
25 nm (or less than 20 nm, or less than 15 nm, or in a range
of from 5 nm to 25 nm, or in a range of from 10 nm to 25
nm, or in a range of from 15 nm to 25 nm).

In certain embodiments, different light emitting elements
are contained in a single solid-state emitter package. In
certain embodiments, light emitting elements are arranged in
an array or in two or more arrays. In certain embodiments,
light emitting elements comprise one or more wavelength
conversion materials, examples of which include phosphor
materials, fluorescent dye materials, quantum dot materials,
and fluorophore materials.

Certain embodiments of devices for use in carrying out
methods described herein (and certain embodiments of
devices described herein) can comprise a power supply
circuit arranged to provide at least one conditioned power
signal for use by at least one of a microcontroller of the
device.

Certain embodiments of devices for use in carrying out
methods described herein (and certain embodiments of
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devices described herein) can comprise one or more features
and/or components to scatter light or enhance scattering of
light.

Persons of skill in the art are familiar with a variety of
such features and components, and any of such features and
components are within the scope of the present description.

Representative examples of such features and compo-
nents include (1) digital light processors (e.g., which can be
positioned at the end of a fiber optic and disseminate the
light exiting the fiber optic, e.g., 320 degrees spherically),
(2) light diffusion and/or scattering materials (e.g., zinc
oxide, silicon dioxide, titanium dioxide, etc.), (3) textured
light scattering surfaces, (4) patterned light scattering sur-
faces, (5) phosphors or other wavelength-conversion mate-
rials (which tend to re-emit light spherically).

In certain embodiments, low-absorption light scattering
particles, liquids, and/or gases can be positioned inside a
low-absorption element that prevents the particles, liquids
and/or gases from escaping.

In certain embodiments, light extraction features can be
provided, and may include different sizes and/or shapes. In
certain embodiments, light extraction features may be uni-
formly or non-uniformly distributed over a flexible printed
circuit board. In certain embodiments, light extraction fea-
tures may include tapered surfaces. In certain embodiments,
different light extraction features may include one or more
connected portions or surfaces. In certain embodiments,
different light extraction features may be discrete or spatially
separated relative to one another. In certain embodiments,
light extraction features may be arranged in lines, rows,
zig-zag shapes, or other patterns. In certain embodiments,
one or more wavelength conversion materials may be
arranged on or proximate to one or more light extraction
features.

Certain embodiments of devices for use in carrying out
methods described herein (and certain embodiments of
devices described herein) can comprise one or more sensors
of any type. In certain embodiments, operation of methods
disclosed herein may be responsive to one or more signals
generated by one or more sensors or other elements.

Various types of sensors can be employed, including
temperature sensors, photo sensors, image sensors, proxim-
ity sensors, blood pressure or other pressure sensors, chemi-
cal sensors, biosensors (e.g., heart rate sensors, body tem-
perature sensors, sensors that detect presence or
concentration of chemical or biological species, or other
conditions), accelerometers, moisture sensors, oximeters,
such as pulse oximeters, current sensors, voltage sensors,
and the like.

Other elements that may affect impingement of light
and/or operation of a device as disclosed herein include a
timer, a cycle counter, a manually operated control element,
such as an on-off switch, a wireless transmitter and/or
receiver (as maybe embodied in a transceiver), a laptop or
tablet computer, a mobile phone, or another portable digital
device. Wired and/or wireless communication between a
device as disclosed herein and one or more signal generating
or signal receiving elements may be provided. In any of
these aspects, the user can be exposed to the light at a
sufficient power and for a sufficient time to result in desired
antimicrobial effects, while also not overexposing the user to
the light.

In certain embodiments, devices for use in carrying out
methods described herein (and certain embodiments of
devices described herein) can comprise one or more memory
elements that are configured to store information indicative
of one or more sensor signals or any other information.
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Certain embodiments of devices for use in carrying out
methods described herein (and certain embodiments of
devices described herein) can comprise one or more com-
munication modules configured to electronically communi-
cate with an electronic device external to the device.

Since the user may be unable to see the wavelengths that
are administered, because the user may be wearing eye
protection, the light source, such as the bronchoscope, may
provide an auditory or tactile signal that the light treatment
has terminated. In some aspects of these embodiments, the
light source can be controlled using an app. In other aspects,
the light source itself includes a timer, so the user can set the
time period that light is administered.

When subjects are exposed to light at antimicrobial wave-
lengths, it is important to protect their eyes from exposure to
these wavelengths. There are several ways to do so. In one
embodiment, where light at blue wavelengths or UV wave-
lengths is used, one can protect the subject’s eyes with eye
glasses, goggles, or eye shields, such as those used in
tanning beds, which filter out those wavelengths. In another
embodiment, the eyes are covered with an opaque cover,
which can be in the form of goggles, an eye mask, and the
like.

Coatings which prevent users from being subjected to
certain wavelengths are well-known in the art. Examples
include UV protective coatings, anti-blue coatings, and the
like. In some embodiments, particularly with respect to
ophthalmic lenses and goggles, one of both main faces of the
lenses/goggles can include an optical filter intended to
reduce the unwanted light, such as blue light, and thus
reduce any light-induced phototoxic effects on the retina of
a wearer. In one aspect, this is defined in terms of ranges of
wavelengths and angles of incidence. As used herein, “rang-
ing from x to y” means “within the range from x to y”, both
limits x and y being included within this range.

Visible light to humans extends over a light spectrum
ranging from wavelengths of approximately 380 nanometers
(nm) wavelength to 780 nm. The part of this spectrum,
ranging from around 380 nm to around 500 nm, corresponds
to a high-energy, essentially blue light. Many studies suggest
that blue light has phototoxic effects on human eye health,
and especially on the retina. One can limit exposure to these
and other wavelengths using lenses/goggles with an appro-
priate filter, which prevents or limits the phototoxic blue
light transmission to the retina.

Other filters efficiently transmit visible light at wave-
lengths higher than 465 nm, so as to maintain good vision for
the wearer, while not exposing the retina to damaging
wavelengths. Accordingly, in one embodiment, the lenses
filter out blue light amount received by the eye in the
wavelength range of from 420 nm to 450 nm, while enabling
an outstanding transmission within the wavelength range of
from 465 nm to 495 nm. One way to accomplish this is to
use highly selective, narrow-band filters, which are typically
composed of an overall thick stack, comprising a plurality of
dielectric layers. Such filters can be applied to the front main
face of which an optical narrow-band filter such as previ-
ously described has been deposited. In this context, the front
main face of the ophthalmic lens is that main face of the
ophthalmic lens, which is the most distant from the spectacle
wearer’s eyes. By contrast, the main face of the ophthalmic
lens, which is the nearest from the spectacle wearer’s eyes
is the back main face.

Even if the direct light incident on the front main faces of
the ophthalmic lenses is efficiently rejected through the
reflection against the narrow-band filters deposited onto the
front main faces, in some cases, indirect light originating
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from the wearer’s background is reflected to the spectacle
wearer’s eyes. For this reason, it can be preferred to use
goggles, such as the types of tanning goggles used along
with tanning beds.

Ideally, sufficient eye protection is matched to the wave-
lengths of light that are used, such that the amount of
phototoxic light, such as phototoxic blue light, reaching the
wearer’s retina can be significantly reduced to safe levels. In
one embodiment, glasses or goggles include an ophthalmic
lens having a front main face and a back main face, at least
one of both main faces comprising a filter, which provides
the main face comprising said filter with the following
properties: an average blue reflectance factor (R,, ) within
a wavelength range of from 420 nm to 450 nm, which is
higher than or equal to 5%, for an angle of incidence ranging
from 0° to 15°, a spectral reflectivity curve for an angle of
incidence ranging from 0° to 15°, such reflectivity curve
having: a maximum reflectivity at a wavelength of less than
435 nm, and a full width at half maximum (FWHM) higher
than 80 nm, and for an angle of incidence © ranging from
0° to 15° and for an angle of incidence ©' ranging from 30°
to 45°, a parameter A(©,0) defined by the relation A(©,0)
=1-[Re-(435 nm)/Re (435 nm)], in such a way that this
parameter A(©,0) is higher than or equal to 0.6, where: Re
(435 nm) represents the reflectivity value of the main face
comprising said filter, at a 435 nm-wavelength for the angle
of incidence O, and Re-(435 nm) represents the reflectivity
value of the main face comprising said filter at a 435
nm-wavelength for the angle of incidence ©'.

In another embodiment, the present invention relates to an
ophthalmic lens having a front main face and a back main
face, at least one of both main faces comprising a filter,
which provides the main face comprising said filter with the
following properties: an average blue reflectance factor
(R,, 5) within a wavelength range of from 420 nm to 450 nm,
which is higher than or equal to 5%, for an angle of
incidence ranging from 0° to 15°, a spectral reflectivity
curve for an angle of incidence ranging from 0° to 15°, this
reflectivity curve having: a maximum reflectivity at a wave-
length of less than 435 nm, and a full width at half maximum
(FWHM) higher than or equal to 70 nm, preferably higher
than or equal to 75 nm, and for an angle of incidence ©®
ranging from 0° to 15° and for an angle of incidence ®'
ranging from 30° to 45°, a parameter A(©,0) defined by the
relation A(0,0)=1-[RO'(435 nm)/RO(435 nm)], in such a
way that this parameter A(0,0) is higher than or equal to
0.5, where Re (435 nm) represents the reflectivity value of
the main face comprising said filter at a 435 nm-wavelength
for the angle of incidence ®, and R®'(435 nm) represents the
reflectivity value of the main face comprising said filter at a
435 nm-wavelength for the angle of incidence ®' and or an
angle of incidence ranging from 0° to 15°, a parameter A
spectral defined by the relation Aspectral=1-[R0°-15° (480
nm)/R0°-15° (435 nm)], in such a way that this parameter
spectral is higher than or equal to 0.8, where R0°-15° (480
nm) represents the reflectivity value of the front main face
at a 480 nm-wavelength for the relevant incidence, and
RO°-15° (435 nm) represents the reflectivity value of the
front main face at a 435 nm-wavelength for the relevant
incidence. These types of ophthalmic lenses make it possible
to minimize transmission of phototoxic blue light to a user’s
retina, by providing average reflectivity within a wavelength
range of from 420 nm to 450 nanometers.

For devices that are configured for insertion into the oral
cavity, a cheek retractor may be included. A cheek retractor
is a medical instrument used to pull the cheeks away from
the mouth and hold them in place to leave the mouth
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exposed during a procedure. More specifically, a cheek
retractor holds mucoperiosteal flaps, cheeks, lips and tongue
away from the treatment area, thus facilitating having light
treat the entire mouth/oral cavity. As disclosed herein, cheek
retractors may be incorporated as part of the light guide
positioner and/or the mouthguard for the above-described
illumination devices.

Examples of cheek retractors are shown in FIGS. 56 A and
56B. FIG. 56A is a perspective view of an exemplary cheek
retractor 5600. The cheek retractor 5600 may comprise a
clear material, such as plastic or the like, that is designed to
provide a physician or dentist with an opening wide enough
to perform procedures in the mouth or other portions of the
oral cavity, or in the throat. While these can be used, and
while eye protection can be used to protect the user’s eyes
from damaging wavelengths passing through the clear plas-
tic, it may be preferred to use a cheek retractor that is either
opaque to all wavelengths, or has a coating to filter out
harmful wavelengths. This is particularly true since a phy-
sician or dentist need not use the retractor to access the
mouth, and all that is needed is to provide access to a source
of light, and it is advantageous to minimize or prevent
exposing a user’s eyes to light at these wavelengths.

FIG. 56B is a perspective view of a cheek retractor 5610
that includes a material, such as a filter, that is configured
block certain wavelengths of light during phototherapy. For
example, if the light involves delivering blue light, or light
with a peak wavelength in a range from 400 nm to 450 nm,
for impinging light on or near the oropharynx, the cheek
retractor 5610 may include a material that filters such blue
light or light within the peak wavelength range from 400 nm
to 450 nm. In other embodiments, the cheek retractor 5610
may include a material that filters and/or blocks any of the
above-described peak wavelength ranges, depending on the
application. In still further embodiments, the cheek retractor
5610 may include a material that is substantially opaque or
even black that is configured to block most light from
passing through. In certain embodiments, the material (e.g.,
for filtering and/or light blocking) may form the entire cheek
retractor 5610 and/or the material may be embedded in a
host binder material, such as plastic. In still further embodi-
ments, the filtering and/or light blocking material may be
provided as a coating on surfaces of the cheek retractor
5610.

In certain embodiments, the cheek retractor 5610 may
also form a hole 5620 in the center that is adapted to receive
a source of light (not shown). In this regard, one or more
light sources may be adapted to fit or otherwise be posi-
tioned at or within the hole 5620 for delivery of light. One
or both of the light source and the cheek retractor 5610 can
be fitted with a gasket, so that a pressure-fit of the light into
the hole 5620 can be affected. Alternatively, the cheek
retractor 5610 may be threaded to allow the light source to
be screwed in place. In either of these embodiments, the user
can use the light without having to hold it in place and the
cheek retractor 5610 may block light emissions from exiting
the user’s oral cavity. In another aspect, the cheek retractor
5610 may form a narrower shape than a traditional cheek
retractor, as it is intended to allow light to enter the oral
cavity, but need not serve to provide a sufficient opening for
a dentist or physician to perform surgical treatments within
the oral cavity. In one embodiment, the cheek retractor 5610
may be adapted to receive the light source, so that the user
can maintain the light source in place by inserting the cheek
retractor 5610 in the mouth. For example, the cheek retractor
5610 can be adapted to receive the light source by including
an opening (e.g., the hole 5620) that receives the light
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source, which can be adapted to fit in the opening. In one
aspect, the cheek retractor 5610 can include screw threads,
and the light source is adapted to screw into these threads.
In this regard, the cheek retractor 5610 may comprise an
opaque, black, and/or filtering material provided within the
cheek retractor 5610 or as a coating that minimizes trans-
mission of light in undesired directions. This may sever to
protect a user’s eyes when a light source is inserted into the
mouth, thereby reducing the amount of light which passes
through the cheek retractor 5610 and out of the oral cavity.
In another aspect, the cheek retractor 5610 is otherwise a
solid piece of plastic, but includes an opening sized to
receive a light source, so as to allow the user to keep the
mouth open to receive light, while not having to hold the
light source.

In other embodiments, a set of light sources adapted to
transmit light to the ears is disclosed. In some aspects of
these embodiments, to facilitate exposure of the light to the
ears, the light source can be shaped like an in-ear headphone,
or a standard headphone, but instead of, or in addition to
emitting sound, the device emits light at antimicrobial
wavelengths. In one aspect of this embodiment, the light
source is provided in a form similar to over-the-ear head-
phones, which, in addition to, or in lieu of transmitting
sound, includes a light source for emitting light at antimi-
crobial wavelengths to the ears.

In some embodiments, light sources may be adapted to
facilitate light transmission into the nares (nostrils). By way
of example, FIG. 57 is a perspective view of a device 5700
for securing a light source to a user’s nostrils. The device
may include a clip 5710, so that light source(s) in optical
communication with the device 5700 may be clipped to the
nostrils. Light source(s) may be included within the device
5700 or remote from the device and connected to a light
receiving end 5720 of the device 5700 by way of an optical
cable and/or a light guide. Dual light sources, or dual devices
5700, can be used to facilitate simultaneous administration
of light to both nostrils. In these embodiments, intranasal
light therapy can be used to eliminate microbes in the nasal
passages.

The principles of the present disclosure may be well
suited for providing a phototherapy kit for treating, prevent-
ing, or reducing the biological activity of microbes present
in the mouth, nose and/or ears. Such kits may include one or
more combinations of any of the illumination devices as
previously described, including light sources that can be
used to deliver light at antimicrobial wavelengths to the
mouth, nose, and/or ears. Such phototherapy kits may also
include other devices and accessories, such as protective
glasses, goggles, shields, and/or masks which shield the
wearer’s eyes from the antimicrobial and/or from all wave-
lengths, the cheek retractors as described above to facilitate
administering the light to the user’s mouth, and/or a pillow
designed to arch the user’s neck, so that light transmitted
into the mouth also travels a straight path to the a target area
for infection, such as a user’s throat and/or oropharynx.

In certain embodiments, illumination devices and treat-
ments may also be applied for infections that progress to the
lungs and/or other particular lung disorders. Following
treatment, the course of therapy can be followed in different
ways. The treatment or prevention of microbial infections
can be followed, for example, by following the severity of
the symptoms, the presence of fever, the use of pulse
oximetry, and the like. The prevention of pulmonary inflam-
matory disorders can be followed by X-ray, lung function
tests, and the like. Challenge tests are lung function tests
used to help confirm a diagnosis of asthma, where a patient
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inhales a small amount of a substance known to trigger
symptoms in people with asthma, such as histamine or
methacholine. After inhaling the substance, lung function is
evaluated. Following light delivery to induce one or more
biological effects, one can determine whether diminution of
lung function following inhalation of these substances is
lessened, relative to before phototherapy was initiated,
which indicates that the phototherapy is effective for such a
patient.

The fear of being diagnosed with coronavirus, including
COVID-19, followed by rapid hospitalization and mortality
from severe lung dysfunction is real. However, using the
illumination devices and methods described herein, corona-
viridae and coronavirus infections may be avoided, even
after exposure to COVID-19, so long as an insufficient
number of viral particles have traveled through the oral
cavity to the lungs. The same is true of SARS-CoV-2, which
infects mucosal tissue of the oropharyngeal cavity and lungs
through adhesion of its spike protein to host cell receptors.

The same is also true of orthomyxoviridae (e.g., influ-
enza) viruses, which cause the flu. Coronaviridae and
orthomyxoviridae viruses cause similar symptoms, and the
methods described herein are effective for preventing these
viruses from traveling from the oral cavity to the lungs.

In one embodiment, coronavirus infectivity may be pre-
vented with nitric oxide. In contrast to pharmaceutical
approaches, nitric oxide may be produced by stimulating
epithelial cells in the oral cavity, auditory canal, larynx,
pharynx, oropharynx, throat, trachea and/or esophagus with
visible blue light, for example, at peak wavelengths in a
range from 400 nm to 450 nm, including 425 nm and 430
nm, among others. Light-initiated release of nitric oxide
ramps up defense against SARS-CoV-2 and other corona-
viruses, as well as influenza viruses such as influenza A and
influenza B, by stopping entry into human cells and inacti-
vating viral replication. If this can be accomplished after the
initial infection, but before the virus particles enter the lungs
in sufficient numbers to cause a respiratory infection, the
result is a post-infection prevention of a coronavirus or
influenza respiratory infection.

A number of widely deployable medical device counter-
measures can be envisioned. One specific approach for
patients exposed, or believed to be exposed, to coronavirus
would utilize a routine bronchoscope procedure upfit with a
thin blue light fiberoptic that is passed through the standard
working channel of the bronchoscope (HopeScope) to the
mouth, throat, larynx, pharynx, trachea, and esophagus. This
strategy can limit infectivity, and halt progression of coro-
naviruses, such as SARS-CoV-2, or influenza viruses, into
lung tissues. Additionally, any of the previously-described
illumination devices may be well-suited for delivery of light
for use against coronaviruses and influenza viruses.

Nitric oxide (NO) is a natural part of innate immune
response against invading pathogens and is produced in high
micromolar concentrations by inducible nitric oxide syn-
thase (iNOS) in epithelial tissue. In vitro pre-clinical studies
have shown that nitric oxide inhibits the replication of DNA
viruses including herpesviruses simplex, Epstein-Barr virus
and the vaccinia virus. Influenza infectivity is also dimin-
ished in the presence of nitric oxide, with results showing
that when virions were exposed to nitric oxide prior to
infection, a complete inhibition of infectivity was achieved
for all three strains tested. Nitric oxide-based inhibition of
viral replication and selective antiviral activity against HPV-
18 infected human raft epithelial cultures has also been
demonstrated. The broad-spectrum antiviral activity of nitric
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oxide has been well documented, though, previously, not in
the oral cavity or auditory canal.

One way nitric oxide may be effective is that it stops
SARS-CoV entry into human cells. Nitric oxide and its
derivatives cause a reduction in the palmitoylation of
nascently expressed spike (S) protein which affects the
fusion between the S protein and its host cell receptor,
angiotensin converting enzyme 2. FIG. 58 is an illustration
of the nitric oxide inactivation of the active spike (S)
proteins used by coronaviruses to facilitate endocytosis into
human cells.

Nitric oxide may also inhibit viral replication, including
replication of SARS-CoV. While not wishing to be bound to
a particular theory, it is believed that one or more of the
following mechanisms is implicated in the way that nitric
oxide inhibits viral infections. Following exposure to nitric
oxide, a reduction in viral RNA production has been
observed in the early steps of viral replication, due to an
effect on one or both of the cysteine proteases encoded in
Orfla of SARS-CoV. When examining the known patho-
genic mechanisms that are utilized by coronaviruses, nitric
oxide may also be able to inhibit other key enzymes that are
utilized by the RNA virus for inducing apoptosis and rapid
destruction of lung tissue (e.g. caspase). Inhibition of
caspase makes coronavirus less contagious. The inhibition
of caspase dependent apoptosis used for transmission of the
virions offers a significant advantage to any nitric oxide-
based approach for treatment or prevention. Although
endogenous inhibitors of caspase activation and activity
have been described, none has been shown to be more
prevalent than NO. All caspase proteases contain a single
cysteine at the enzyme catalytic site that can be efficiently
S-nitrosylated in the presence of NO. Evidence for S-nitro-
sylation of caspase-3 and caspase-1 in vivo has been dem-
onstrated.

Another mechanism by which nitric oxide is antiviral is
through inhibition of NF-kB, which dampens the immuno-
logical response. The NF-kB proteins are a family of tran-
scription factors that regulate expression of genes to control
a broad range of biological processes and have been shown
to play an important role in SARS-CoV infections. Inhibi-
tion of NF-kB with nitric oxide can limit the inflammatory
cytokine rush that leads to death by inflammation in
COVID-19 patients. Nitric oxide can directly inhibit the
DNA binding activity of NF-kB family proteins, suggesting
that intracellular NO provides another control mechanism
for modulating the expression of NF-kB responsive genes.

Pharmacologic approaches to deliver nitric oxide have
been attempted. Clinical concentrations of NO gas were
safely administered to SARS patients in China, where they
observed that nitric oxide gas (1) reduced the time to
hospital discharge, (2) reduced the need for ventilatory
support, and (3) improved appearance of infection on lungs
via chest radiograph. However, nitric oxide can be produced
by stimulating epithelial cells with precise colors of visible
light as described in for example, U.S. Pat. No. 10,569,097,
the disclosure of which is incorporated by reference in its
entirety. Although other wavelengths described herein are
effective at producing or releasing nitric oxide, blue light,
particularly in a range from 400 nm to 450 nm, including
425 nm and 430 nm, was found to be an particular wave-
length to both trigger release of bound NO from endogenous
stores and to upregulate cellular enzymatic production of
nitric oxide. When nitric oxide is produced naturally, the
half-life of the gas is less than 1 second in physiologic tissue.
Nitric oxide and its metabolites have long lasting concen-
tration in cells as nitrosothiols and metal nitrosyl centers
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which can be recycled to bioactive NO following photo
stimulated release. The sustained enzymatic production of
nitric oxide is a completely unexpected result. Measured via
upregulation of iNOS and eNOS protein in epithelial cells in
culture, a single 10-minute light treatment of blue light
maintained a 10x level of enzyme production for a period of
24 hours.

In certain embodiments, the wavelengths of light may not
be in the UV range, and are thus separate and distinct from
any disinfection approaches with UVC or UVB wave-
lengths, though such wavelengths are certainly contem-
plated in other embodiments described herein.

This groundbreaking use of targeted wavelengths of light
is a rapidly deployable strategy to assist with limiting
infectivity and progression of SARS-CoV-2 into deeper lung
tissues. Using the illumination devices described herein, or
other devices for delivering light at frequencies that can
produce or release nitric oxide, among other biological
effects, light can be delivered to and/or through the oral
cavity, including the nasal cavity, oropharyngeal area, and
the like, to stimulate mucosal epithelial cells to ramp up
nitric oxide production against coronavirus. This can help
inhibit entry into human cells, inhibiting viral replication,
and eliminate, or at least reduce the number of viral par-
ticles, before a sufficient number of viral particles travel
down the oral cavity to the lungs.

One specific device for administering the light, particu-
larly to the throat, larynx, pharynx, oropharynx, esophagus
and trachea, is a bronchoscope adapted to emit blue light.
Bronchoscopes are readily available, as there are more than
500,000 bronchoscopies performed in the US every year and
an abundance of these devices are already available within
medical facilities across the country. Bronchoscopes can be
upfit with a thin blue light fiberoptic that can be passed
through the standard working channel of the bronchoscope
used for fluid delivery/extraction and biopsy.

It would be advantageous to rescue recently infected
patients with phototherapeutic light before they reach the
“tipping point” where the virus has invaded the lungs, and
eventually decline into severe acute respiratory syndrome.
Since nitric oxide inhibits viral replication and reduces
proliferation of the virus in or around the oral cavity,
auditory canal, and the like, the efficacy of blue light against
SARS-CoV-2 can be exploited by appropriately dosing light
(Fluence=J/cm?) and frequency of administration to safely
stimulate intracellular nitric oxide production. Nitric oxide
antiviral activity is dose dependent, so the most appropriate
dosage is believed to be one at or near the maximum amount
of phototherapeutic light that causes no visible adverse
effects on the tissue, or elevation of systemic biomarkers of
clinical toxicity during routine blood chemistry and hema-
tology testing, is observed.

Representative dosing parameters include single and/or
multiple exposures of 5 J/cm?, 10 J/cm?, 20 J/em?, or 30
J/em®, among other doses described herein, and repeat
exposures once weekly, three times weekly, or once daily, or
twice daily for a period of one or more days, up to two or
more weeks.

Nitric oxide is a well-known and extensively researched
molecule naturally present in the body. It primarily interacts
with hemoglobin to form methemoglobin which denies
oxygen transport. The known effects of methemoglobinemia
and elevated nitrate levels are routinely observed and moni-
tored in the clinical exploration of inhalable nitric oxide gas.
These markers enable continuous patient safety monitoring.
Adverse effects of gaseous nitric oxide are well known and
can be mitigated by decreasing dosing upon observation of
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rising methemoglobin levels (>5%). Pulse co-oximetry pro-
vides a method to noninvasively and continuously measur-
ing methemoglobin in the blood. Blood nitrate levels are
also a well-known metabolite of nitric oxide within the body
and can be used to monitor safety and avoid adverse effects.
The toxicological consequences of elevated NOx species
and MetHb have been extensively studied.

The following are desirable clinical endpoints from the
use of the methods described herein:

Resolution of infection, virus undetectable at 7 days, 14
days, and/or 28 days.

Reduction in the proportion of early stage patients who
progress to a severe form of the disease defined as:
Sp02<93% without oxygen supplementation sustained for
more than 12 hours; or, PaO2/FiO2 ratio <300 mmHg
sustained for more than 12 hours; or, necessity of high flow
nasal cannula oxygen or intubation and mechanical venti-
lation or ECMO therapy over 7 days, 14 days, 28 days.

Reduction in the percentage of patients developing wors-
ening symptoms, resulting from passage of viral particles
from the oral cavity to the lungs.

Reduction in the percentage of patients developing SARS.

Increase in overall survival at 7 days, 14 days, 28 days,
and 90 days.

Based on the discussion above, the treatment and/or
prevention methods involve applying light at a sufficient
wavelength to one or more regions of the oral cavity or
auditory canal, or the throat, larynx, pharynx, oropharynx,
esophagus and/or trachea of a patient, at a sufficient power,
and for a sufficient period of time, to kill coronavirus, and
thus prevent a pulmonary coronavirus infection. The same
approach can be used to prevent respiratory infection by
other viruses, such as influenza viruses, that are present in
the oral cavity, but have not yet traveled to the lungs in
sufficient numbers to result in infection.

In one embodiment, intense blue light, typically between
400 and 500 nm, and preferably at around 400-430 nm, such
as 405 nm or 415 nm, can be used. A combination of 405 nm
blue light and 880 nm infrared light can also be used. In
aspect of this embodiment, light at wavelengths of 450-495
nm is used. Although blue light is primarily discussed above,
UVA, UVB, or UVC light can also be effective at treating
coronaviridae infection, with UVC light being preferred.
Exposure to light at these wavelengths can be damaging to
tissue if carried out for extended periods of time. Ideally,
tissue is not exposed to these wavelengths for periods of
time that cause significant damage. That said, since UVA/
UVB/UVC light and other wavelengths operate by different
mechanisms, specific wavelengths of visible light can also
be used, alone or in combination with UVA/UVB/UVC
light.

The light can be administered anywhere along the oral
cavity, auditory canal, or throat, larynx, pharynx, orophar-
ynx, trachea, or esophagus, depending on the status of the
patient’s infection. If the virus is not present in large
quantities in the lung, and is largely limited to the patient’s
mouth, nose, and throat, phototherapy limited to those
regions can prevent a respiratory infection. This approach
can also be used in a prophylactic manner for patients at risk
for developing a coronaviridae infection, by virtue of having
been, or suspected of having been, in contact with individu-
als with a coronaviridae infection.

In addition to administering light at wavelengths that are
antimicrobial, light can also, or alternatively, be adminis-
tered at wavelengths that are anti-inflammatory. Such wave-
lengths can inhibit inflammation of the nasal passages or in
the mouth, which can further help prevent the infection from
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spreading to the lung. Anti-inflammatory wavelengths, par-
ticularly in the nasal passages, can also help prevent sec-
ondary infections, such as sinus infections, which can lead
to bronchitis or pneumonia, which are caused by bacteria
and which frequently follow viral infections. Minimization
of'the risk of secondary infection can, in some cases, be even
more important than treatment of the underlying viral infec-
tion.

It can be important to follow the course of treatment,
particularly where a patient has an active infection that has
not yet travelled to the lungs in a sufficient manner to result
in pulmonary infection. The patient could experience severe
adverse consequences if the prevention is not successful, so
it can be important to monitor the progression of the disease.

Methods of following the progress of the treatment
include taking periodic readings with a pulse oximeter and
taking periodic chest X-Rays/ultrasounds/CT scans. One can
also check for residual microbial infection, for example,
using ELISA tests, or other tests which look for antibodies
specific to certain microbial infections, as well as analyzing
blood or sputum samples for residual infection. A patient’s
body temperature can be followed as well, particularly for
following the treatment of microbial infections in the short-
term.

The delivery of safe, visible wavelengths of light can be
an effective, pathogen-agnostic, antiviral therapeutic coun-
termeasure that would expand the current portfolio of inter-
vention strategies for SARS-CoV-2 and other respiratory
viral infections beyond the conventional approaches of
vaccine, antibody, and drug therapeutics. Employing LED
arrays, specific wavelengths of visible light may be har-
nessed for uniform delivery across various targeted biologi-
cal surfaces. In certain aspects of the present disclosure, it is
demonstrated that primary 3D human tracheal/bronchial-
derived epithelial tissues exhibited differential tolerance to
light in a wavelength and dose-dependent manner. Primary
3D human tracheal/bronchial tissues tolerated high doses of
425 nm peak wavelength blue light. These studies were
extended to Vero E6 cells to provide understanding of how
light may influence viability of a mammalian cell line
conventionally used for assaying SARS-CoV-2. Exposure of
single-cell monolayers of Vero E6 cells to similar doses of
425 nm blue light resulted in viabilities that were dependent
on dose and cell density. Doses of 425 nm blue light that are
well-tolerated by Vero E6 cells, also inhibited SARS-CoV-2
replication by greater than 99% at 24 hours post-infection
after a single five-minute light exposure. Red light at 625 nm
had no effect on SARS-CoV replication, or cell viability,
indicating that inhibition of SARS-CoV-2 replication is
specific to the antiviral environment elicited by blue light.
Moreover, 425 nm visible light inactivated up to 99.99% of
cell-free SARS-CoV-2 in a dose-dependent manner. Impor-
tantly, doses of 425 nm light that dramatically interfere with
SARS-CoV-2 infection and replication are also well-toler-
ated by primary human 3D tracheal/bronchial tissue. In this
regard, safe, deliverable doses of visible light may be
considered part of a strategic portfolio for development of
SARS-CoV-2 therapeutic countermeasures to prevent coro-
navirus disease 2019 (COVID-19).

Among other approaches for treating SARS-CoV-2 infec-
tion, there are nucleoside analogs such as Remdesivir, and
convalescent plasma, both separately demonstrated to
shorten time to recovery for Covid-19 patients; and the
glucocorticoid, dexamethasone, was demonstrated to lower
the mortality rate in individuals receiving oxygen alone or
mechanical ventilation support. To curb the long timelines
associated with clinical safety and efficacy trials for tradi-
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tional drug therapeutics, researchers are briskly working to
evaluate FDA-approved drug therapeutics against SARS-
CoV-2. Although encouraging, many of the current strate-
gies are SARS-CoV-2 specific and target the virus either
outside (cell-free virus), or inside the cell (cell-associated,
replicating virus). Expanding the therapeutic armory beyond
conventional strategies may expedite the availability of
therapeutic countermeasures with non-specific antiviral
properties that can inactivate cell-free and cell-associated
virus.

Light therapy has the potential to inactivate both cell-free
and cell-associated viruses, including coronaviridae and
orthomyxoviridae. Mitigating SARS-CoV-2 infection with
light therapy requires knowledge of which wavelengths of
light most effectively interfere with viral infection and
replication, while minimizing damage to host tissues and
cells. A large body of literature demonstrates that ultraviolet
light, predominantly UVC at the 254 nm wavelength, is
highly effective at inactivating cell-free coronaviruses on
surfaces, aerosolized, or in liquid. UVC inactivates corona-
viruses, as well as many other RNA and DNA viruses,
through absorption of UVC photons by pyrimidines in the
RNA backbone, leading to the formation of pyrimidine
dimers that preclude replication of the coronavirus genome.
UVC is also highly damaging to replicating mammalian
cells, causing perturbations in genomic DNA that can
increase the risk of mutagenic events. As such, viral inac-
tivation with UV light is primarily limited to cell-free
environmental applications. In the present disclosure, inac-
tivating coronaviridae with safe, visible light (e.g., above
400 nm) is presented as a new approach to interfering with
SARS-CoV-2 infection and replication.

Photobiomodulation (PBM), or light therapy, is an
approach to mitigate outcomes of viral infection in mam-
mals, such as humans. PBM may also refer to phototherapy
as disclosed herein. PBM is the safe, low-power, illumina-
tion of cells and tissues using light-emitting diodes (LED’s)
or low-level laser therapy (LLLT) within the visible/near-
infrared spectrum (400 nm-1050 nm). Importantly, the thera-
peutic effect is driven by light’s interaction with photoac-
ceptors within the biological system, and is not to be
confused with photodynamic therapy (PDT), which employs
the exogenous addition of photosensitizers or chemicals to
induce reactive oxygen species (though the addition of
photosensitizers or other chemicals to induce reactive oxy-
gen species is another embodiment within the scope of the
methods described herein).

The safe and effective use of blue light PBM in the
450-490 nm range was adopted for mainstream clinical use
in the late 1960’s to treat jaundice in neonates caused by
hyperbilirubinemia, and continues to be employed in hos-
pitals today as a primary treatment for hyperbilirubinemia.
According to aspects of the present disclosure, changing the
wavelengths of visible light based on targeted applications
can broaden the scope of therapeutic applications. Studies
also indicate that PBM with visible light may function to
inactivate replication of RNA and DNA viruses in vitro.
Importantly, several studies demonstrate that PBM therapy
can be safely applied to the oral and nasal cavities to treat a
spectrum of illnesses. As disclosed herein, PBM therapy in
the oral and nasal cavities, as well as in the lungs or
endothelial tissues, may be an effective means of mitigating
replication of SARS-CoV-2 in the upper respiratory tract, so
long as it can be done at doses which do not significantly
affect the viability of the tissues being treated. A deeper
exploration of the precise selection of optical irradiance
(e.g., in mW/cm?) combined with one or more monochro-
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matic wavelengths of visible light can broaden the scope of
therapeutic applications in respiratory medicine.

In this regard, embodiments of the present disclosure are
provided that describe the first use of safe, visible wave-
lengths of blue light at low powers (<100 mW/cm?) to
inactivate both cell-free and cell-associated SARS-CoV-2 in
in vitro cell-based assays. Importantly, doses of blue light
that effectively inactivate SARS-CoV-2 are well-tolerated
by primary human tracheal/bronchial respiratory tissues.

In order to evaluate the safety of visible light on cells and
tissues in vitro and the efficacy of visible light in SARS-
CoV-2 infectious assays, careful designs of LED arrays
having narrow band emission spectra with peak wavelengths
at 385 nm, 405 nm, 425 nm, and 625 nm wavelengths are
provided and summarized in FIGS. 59A and 59B. In this
manner, LED arrays may be properly calibrated to provide
repeatable and uniform doses of light so that illumination
may occur reliably across many assays and in multiple
laboratories. Measuring the full emission spectrum around
the peak emission wavelength is necessary to confirm proper
function for each LED array and the photon density per
nanometer. In this regard, such measurements are recom-
mended as an important characterization step to help har-
monize the variability of results published in literature. FIG.
59A is a chart 5900 illustrating measured spectral flux
relative to wavelength for different exemplary LED arrays.
Each LED array was independently characterized by mea-
suring the spectral flux, which may be measured in W/nm,
relative to the wavelength (nm). In FIG. 59A, an LED array
with a peak wavelength of 385 nm is clearly within the upper
bounds of the UVA spectrum (315-400 nm), whereas only a
small amount (e.g., about 10%) of an LED array with a peak
wavelength of 405 nm light extends into the UVA spectrum,
and an LED array with a peak wavelength of 425 nm light
is 99% within the visible light spectrum (400-700 nm). FIG.
59B illustrates a perspective view of a testing set-up 5910
for providing light from one or more LED arrays 5920 to a
biological test article 5930. In addition to the design of the
LED arrays 5920, including the emission spectrums, other
important experimental conditions including a distance D of
the LED arrays 5920 from the biological test article 5930
(e.g., 90 mm) an illumination power (e.g., 25 mW/cm? or 50
mW/cm? depending on the wavelength), and indicated doses
(J/em?) were carefully calibrated to reduce any effects of
temperature on the biological test articles 5930. Moreover,
each LED array is validated to ensure that light is evenly
distributed across multi-well tissue culture plates, such that
the biological test articles in each replicate well receive
uniform doses of light.

Understanding how target tissues in the upper airway
tolerate blue light is central to the development of a light-
derived antiviral approach for SARS-CoV-2. Initial evalua-
tion of LED arrays was conducted on 3D tissue models
developed from cells isolated from bronchial/tracheal region
of a single donor. The 3D EpiAirway tissue models are 3-4
cell layers thick comprising a mucociliary epithelium layer
with a ciliated apical surface. To assess the wavelength and
doses of light most tolerated by these tissues, replicate tissue
samples were exposed to 385 nm, 405 nm, or 425 nm light
at various doses. Viability was assayed at 3 hours post-
exposure using the indicated doses and wavelengths of light,
and data is represented as +/- standard deviation. The
percent viability of tissue was assessed using a well-estab-
lished MTT cytotoxicity assay optimized for the 3D Epi-
Airway tissue models. FIG. 60A is a chart 6000 illustrating
a percent viability for a peak wavelength of 385 nm for
doses in a range from 0 to 120 J/cm?. FIG. 60B is a chart
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6010 illustrating a percent viability for a peak wavelength of
405 nm for the same doses of FIG. 60A. FIG. 60C is a chart
6020 illustrating a percent viability for a peak wavelength of
425 nm for the same doses of FIG. 60A. As illustrated in
FIGS. 60A-60C, the percent viability of tissue was clearly
impacted in a wavelength-dependent and a dose-dependent
manner. [llumination with 385 nm light exhibited the most
dramatic loss in viability with nearly a 50% decrease at a
dose of 45 J/em® (FIG. 60A). Light at 385 nm actually
showed increased cell viability at doses of 15 J/em®.
Although less dramatic, 405 nm exhibited a dose-dependent
decrease in viability with greater than 25% loss at 60 J/cm?
and about a 50% loss at 120 J/cm? (FIG. 60B). Notably, the
425 nm light was well tolerated at doses of light out to 120
J/em? (FIG. 60C). Using 75% viability as a threshold level
of acceptable cytotoxicity, 385 nm light may be safely
administered to these tissues at power levels of up to 30
J/em?, and 405 nm light may be safely administered to these
tissues at power levels of up to 45 J/em?, and 425 nm light
may be safely administered to these tissues at power levels
up to 120 J/em? with only negligible loss of viability
between 90 and 120 J/cm?, and 425 nm doses up to around
75 J/em? actually showed increased cell viability.

In this regard, 425 nm blue light is shown to have little or
no impact on human upper airway-derived 3D tissue mod-
els. As such, longer wavelengths of visible light such as 425
nm and greater, that do not bleed into the UVA spectrum,
may have reduced impact on tissue viability of primary
human tissue derived from the upper respiratory tract. In
particular, less than 20% tissue loss may be realized at
higher doses with such longer wavelengths. Based on these
studies visible blue light at 425 nm was chosen for subse-
quent evaluation in the widely available Vero E6 cell line,
conventionally used to evaluate SARS-CoV-2 infection and
replication.

Vero E6 cells are commonly used for preparing stocks,
performing growth curves, and evaluating therapeutic coun-
termeasures for SARS-CoV-2. Depending on the type of
assay being performed it could be necessary to vary the
seeding cell density and multi-well tissue culture plate
format. Often, cell viability is evaluated to determine if the
antiviral properties of a therapeutic can be parsed from
potential therapeutic-induced cytotoxic effects. Experiments
were performed to determine if cell density and multi-well
plate format can influence cell viability upon exposure to
425 nm blue light. To effectively evaluate the cell viability,
the cytotoxicity assay was optimized for use with Vero E6
cell densities up to 1x10° cells. Antiviral assays performed
on 96 well plates are commonly evaluated at cell seeding
densities of 1x10* and 2x10* cells.

FIG. 61A is a chart 6100 illustrating percent viability for
Vero E6 cells for antiviral assays performed on 96 well
plates at cell seeding densities of 1x10%, 2x10*, and 4x10*
cells. Under these conditions, it is illustrated that 425 nm
blue light may result in decreased cell viability (e.g.,
25-50%) at doses of 30 J/cm® and 60 J/em® by 24 hours
post-illumination, whereas a seeding density of 4x10* cells
tolerates high doses of light exposure. FIG. 61B is a chart
6110 illustrating percent viability for Vero E6 cells for
antiviral assays performed on 48 well plates at cell seeding
densities of 2x10%, 4x10% and 8x10* cells. Unexpectedly,
4x10* cells seeded on a 48 well plate were not well tolerated,
showing about a 50% reduction in cell viability at a dose of
60 J/cm*® compared to 8x10* cells. These results demon-
strated that the cell seeding density relative to the surface
area of the culture well influences the susceptibility to 425
nm light. FIG. 61C is a chart 6120 illustrating percent
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viability for Vero E6 cells for antiviral assays performed on
24 well plates at cell seeding densities of 5x10%, 1x10°, and
2x10° cells. As illustrated, the 24 well plate format of FIG.
61C with cell seeding densities of 1x10° and 2x10° dem-
onstrated acceptable viability at all doses tested. In contrast,
illumination of Vero E6 cells to high doses of 625 nm light
may have no impact on cell viability; thereby, indicating that
cell density-dependent susceptibility of Vero E6 cells to 425
nm light appears to be characteristic of shorter wavelengths
of light. Higher Vero E6 seeding densities resulted in 100%
cell confluence prior to illumination, exhibiting cell-to-cell
contact that mimics the 3D EpiAirway models. Thus, high
confluence Vero E6 cell monolayers readily tolerate 425 nm
blue light as well as 3D EpiAirway tissue models.

The use of visible light to inactivate cell-free and cell-
associated coronaviridae is unprecedented. To assess the
capability of 425 nm blue light to inactivate SARS-CoV-2,
Vero E6 cells were infected with a multiplicity of infection
(MOI) of 0.001 SARS-CoV-2 isolate USA-WA1/2020 for 1
hour. At 1-hour post-infection (h.p.i.) the cell-associated
virus was treated with a single illumination of 425 nm blue
light at doses ranging from 7.5 to 60 J/em?®. FIG. 62A is a
chart 6200 illustrating tissue culture infectious dose
(TCIDs,) per milliliter (ml) for the 425 nm light at the doses
ranging from 7.5 to 60 J/cm® for the Vero E6 cells infected
with a MOI of 0.001 SARS-CoV-2 isolate USA-WA1/2020
for 1 hour. At 24-hours post-infection (h.p.i), there was a
clear dose-dependent decrease in SARS-CoV-2 TCID,,/ml.
Low doses of 425 nm light were sufficient to reduce SARS-
CoV-2 by at least 2 logs for 7.5 J/em?, at least 3 logs for 15
J/em?, and at least a 5 log reduction for 30 J/cm?. A similar
trend was observed at 48 h.p.i., although continued viral
replication may account for the similarity in TCID,/ml
observed at low doses between 7.5 J/cm® and 15 J/cm?. This
data demonstrates that 425 nm blue light interferes with
SARS-CoV-2 replication in a dose-dependent manner. Spe-
cific TCIDo/ml values are presented to demonstrate data
trends and data values relative to on another, the actual
values may vary from lab to lab and are not meant to be
limiting. FIG. 62B is a chart 6210 illustrating percent
reduction in SARS-CoV-2 replication versus percent cell
cytotoxicity for the doses of light as illustrated in FIG. 62A.
At doses of light that have little impact on the viability of
Vero E6 cells (e.g., 7.5, 15, and 30 J/cm?), up to a 99.99%
reduction in SARS-CoV-2 replication was observed. Nota-
bly, cell viability was a bit lower at 45 J/cm? and 60 J/cm?
than the data shown in FIGS. 60A-60C; however, slight
variations in the cytotoxicity assay are anticipated since the
SARS-CoV-2 experiments were executed in independent
laboratories with differences in cell seeding, cell passage,
and cell media.

FIGS. 63A and 63B represent experimental data similar to
FIGS. 62A and 62B, but with the MOI increased to 0.01.
FIG. 63A is a chart 6300 illustrating TCID,,/ml for 425 nm
light at doses ranging from 7.5 to 60 J/em? for Vero E6 cells
infected with a MOI of 0.01 SARS-CoV-2 isolate USA-
WA1/2020 for 1 hour. Specific TCID;,/ml values are pre-
sented to demonstrate data trends and data values relative to
on another, the actual values may vary from lab to lab and
are not meant to be limiting. FIG. 63B is a chart 6310
illustrating percent reduction in SARS-CoV-2 replication
versus percent cell cytotoxicity for the doses of light as
illustrated in FIG. 63A. As illustrated, increasing the MOI to
0.01 yielded a similar dose-dependent reduction in SARS-
CoV-2 replication as previously illustrated for the MOI of
0.001 of FIGS. 62A and 62B. Despite increasing the amount
of input virus 10-fold (e.g., from MOI 0.001 to MOI 0.01),
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a short, 2.5 minute dose of 7.5 J/em” with 425 nm blue light
still demonstrated reduction in SARS-CoV-2 replication by
at least 2-logs at 24 h.p.i.

FIG. 63C is a table 6320 showing an evaluation of
SARS-CoV-2 RNA with reverse transcription polymerase
chain reaction (rRT-PCR) for samples collected for the
TCIDs, assays of FIGS. 63A-63B. The cycle number for
detection is the basic test result and may be referred to as a
quantification cycle (Cq) where low Cq values represent
higher initial amount of the target. As shown, there is a
dose-dependent reduction in SARS-CoV-2 genomic RNA;
further substantiating the impact of 425 nm light on SARS-
CoV-2. The fold reduction between doses of 425 nm light
with rRT-PCR test detection is lower than those observed for
replication competent virus (TCID,, detection), indicating
that SARS-CoV-2 viral RNA is readily detectable despite
decreases in infectious virions. These data imply that 425
nm blue light may have less of an impact on viral RNA
replication and RNA packaging relative to the inactivation
of virus particles.

FIGS. 64 A and 64B represent experimental data similar to
FIGS. 63A and 63B that was obtained by a second, inde-
pendent laboratory evaluation using Vero 76 cells infected
with a MOI of 0.01 at 48 h.p.i. FIG. 64A is a chart 6400
illustrating TCID,/ml for 425 nm light at doses ranging
from 7.5 to 60 J/cm?® for Vero 76 cells infected with a MOI
of 0.01 SARS-CoV-2. Specific TCID,,/ml values are pre-
sented to demonstrate data trends and data values relative to
on another, the actual values may vary from lab to lab and
are not meant to be limiting. FIG. 64B is a chart 6440
illustrating percent reduction in SARS-CoV-2 replication
versus percent cell cytotoxicity for the doses of light as
illustrated in FIG. 64 A. Consistent with FIGS. 63A and 63B,
a similar trend in the dose-dependent effects of 425 nm blue
light on SARS-CoV-2 replication is observed in FIGS. 64A
and 64B. Importantly, the dose-dependent trend showed
similar log reductions despite differences in cell type (Vero
76), SARS-CoV-2 virus stock preparation, cell culture
media, and viability assay.

To understand if the antiviral activity of light against
SARS-CoV-2 is specific to 425 nm blue light, Vero E6 cells
infected with a MOI of 0.01 were exposed to high doses red
light. In this regard, FIG. 65 is a chart 6500 illustrating
TCIDs,/ml versus various doses of 625 nm red light for Vero
E6 cells infected with a MOI of 0.01. Specific TCIDsy/ml
values are presented to demonstrate data trends and data
values relative to on another, the actual values may vary
from lab to lab and are not meant to be limiting. Extensive
illumination times with doses ranging from 15 J/cm? to 240
J/em?® showed no reduction in TCID,/ml at 24 h.p.i.; dem-
onstrating that 425 nm blue light elicits a unique antiviral
environment that results in SARS-CoV-2 inactivation. In
this regard, light at 425 nm can be administered at effective,
virucidal doses, which are relatively safe (e.g., less than 25%
cytotoxicity) in VeroE6 cell lines, and at even higher doses
in endothelial cells, like those found in the respiratory tract
and all blood vessels. Red light may have little to no effect
on SARS-CoV-2 replication, and/or enhances viral load, as
measured by TCID;, over 24/48 hours. However, red light
may decrease inflammation resulting from exposure to blue
light, which may positively impact cell viability, thereby
lowering cytotoxicity. A decrease in inflammation can be
beneficial when treating viral infections, particularly when a
virus can elicit a cytokine storm and/or inflammation can
result in secondary bacterial infections. Accordingly, the
combination of blue light, such as light at around 425 nm,
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and red light at one or more anti-inflammatory wavelengths,
can provide a desirable combination of biological effects.

Efficacy of 425 nm blue light against cell-associated
SARS-CoV-2 can be a combination of blue light eliciting an
antiviral environment in the cells and inactivating cell-free
virions. To distinguish between these, FIGS. 66A and 66B
represent cell-free SARS-CoV-2 inactivation that was evalu-
ated by two independent laboratories. Two different virus
suspensions containing the equivalent of ~10° and
~10°TCID,,/ml were illuminated with the indicated doses of
425 nm blue light. Following illumination, virus was
assayed by TCIDs, on Vero E6 cells in a first laboratory as
illustrated in a chart 6600 of FIG. 66A and on Vero 76 cells
in a second laboratory as illustrated in a chart 6610 of FIG.
66B. As illustrated in FIG. 66A, in the first laboratory, low
doses of 425 nm light were sufficient to inactivate
10°TCID,,/ml SARS-CoV-2 with at least 1 log reduction at
7.5 J/em? (or greater than 90%), with at least 2 log reduction
at 15 J/em? (or greater than 99%), with at least 3 log
reduction at 30 J/em? (or greater than 99.9%), and at least 4
log reduction at 60 J/cm? (or greater than 99.99%). A similar
trend in the data was observed in the second laboratory for
the Vero 76 cells as illustrated in FIG. 66B. Despite a less
dramatic reduction in SARS-CoV-2 inactivation, at least a 2
log reduction was still observed at 60 J/cm? (or at least 99%)).
Technical differences between laboratories including SARS-
CoV-2 virus stock preparation, cell culture media, and cell
types used for assaying virus may be factors that influenced
the magnitude of susceptibility. Overall, the results from two
independent laboratories demonstrated that low doses of 425
nm blue light (e.g., 15 J/em?) effectively inhibits the infec-
tion and replication of cell-free and cell-associated SARS-
CoV-2, with minimal impact on cell viability. Specific
TCIDsy/ml values are presented to demonstrate data trends
and data values relative to on another, the actual values may
vary from lab to lab and are not meant to be limiting.

For completeness of collected data, FIGS. 67A and 67B
are provided to show that Vero E6 cells do not exhibit
decreased percent viability when exposed to doses of green
light or doses of red light. In both FIGS. 67A and 67B, a
number of cells was provided at 2x10° cells, 1x10° cells, and
5x10* cells. FIG. 67A is a chart 6700 indicating that Vero E6
cells do not show decreased viability under 530 nm light at
doses ranging from 0-180 J/cm?. FIG. 67B is a chart 6710
indicating that Vero E6 cells do not show decreased viability
under 625 nm light at doses ranging from 0-240 J/cm?.

The expedited need for therapeutic countermeasures
against SARS-CoV-2 and other respiratory viral pathogens
beckons the rapid development of novel approaches that
may complement existing public health measures. As dis-
closed herein, LED arrays were carefully designed to dem-
onstrate for the first time that safe, visible blue 425 nm light,
can inhibit both cell-free and cell-associated SARS-CoV-2
infection and replication in a dose-dependent manner.
Results from two independent laboratories demonstrate that
low doses of 425 nm blue light (e.g., 15 J/em?) effectively
inhibit infection and replication of SARS-CoV-2 (e.g.,
>99%), with minimal impact on Vero E6 cell viability.
Importantly, doses of 425 nm light 60 J/cm® were well
tolerated in the 3D EpiAirway tissue models established
from human tracheal/bronchial tissues.

The EpiAirway model is a commercially available in vitro
organotypic model of human mucociliary airway epithelium
cultured at the air/liquid interface to provide a differentiated
in vivo-like epithelial structure with barrier properties and
metabolic functions. There is strong global momentum to
replace animal model testing with relevant in vitro human-
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derived test systems to reduce the number of animals used
in preclinical testing. Current testing guidelines (TG403,
TG433, and TG436), established by the Organization for
Economic Co-operation and Development (OECD), for
inhalation toxicity outline the use of animals to determine
LC4, (e.g., a concentration required to cause death of 50%
of'the test animals). The EpiAirway in vitro tissue model can
be used to determine the IC, value (concentration required
to reduce tissue viability by 25% of vehicle control-treated
tissues) of a test article. Following 3-hours of exposure, the
model have been shown to predict respiratory tissue viability
using chemicals with the Globally Harmonized System
(GHS) Acute Inhalation Toxicity Category 1 and 2, and
Environmental Protection Agency (EPA) Acute Inhalation
Toxicity Category I-II classifications. Extended exposure
times (e.g., 24 and 72 hours) with toxic chemicals also
reflect in vivo responses, have demonstrated the predictive
value of the EpiAirway models for respiratory toxins in
humans. Furthermore, such a uniform in vitro model is
ideally suited to evaluate the safety doses of light applied to
a fixed surface area (e.g., in I/cm?), rather than attempting to
scale the optical delivery of light to the appropriate small
rodent anatomy.

As previously shown in FIGS. 60A-60C, the EpiAirway
model was exposed to various dose ranges at light with
wavelengths of 385 nm, 405 nm, and 425 nm. Exposure to
UVA light at 385 nm exhibited greater than 25% loss in
viability at greater than 45 J/cm?®, identifying a dose that
breaches the 1C, threshold established for acute cytotoxic-
ity in the EpiAirway model. In contrast, higher doses of the
425 nm blue light doses reached the IC,5 threshold for
validated acute airway irritation. Greater than 100% tissue
viability was observed following illumination with antiviral
(e.g., >99.99% reduction in SARS-CoV-2) 425 nm blue light
doses of 60 J/cm?. The distinct viability profiles observed at
385 nm, 405 nm, and 425 nm demonstrate that the 3D
EpiAirway tissue models are amenable for identifying acute
respiratory effects associated with light therapy in a dose-
and wavelength-dependent manner. Minimal loss in viability
out to 120 J/cm? at 425 nm indicates that the 3D human
respiratory tissue models are highly tolerant to this wave-
length. In FIGS. 61A to 61C, 2D Vero E6 cell cultures
exhibited a cell density-dependent viability response to 425
nm doses at greater than or equal to 15 J/cm?, wherein low
seeding densities per surface area were more susceptible to
light induced cytotoxic effects. The enhanced tolerance of
the 3D EpiAirway tissue models to 425 nm blue light
compared to 2D Vero E6 cell cultures is not surprising, given
that cells in 3D culture are often more resistant to drug
treatment, drug metabolism is more effective, and there is
increased resistance to drug-induced apoptosis. The charac-
teristics of 3D tissue models more closely reflect cellular
attributes observed in the context of tissues in vivo. Devel-
oping optimal conditions for SARS-CoV-2 infection and
replication in 3D respiratory tissue models will help eluci-
date mechanisms that govern the ability of 425 nm blue light
to inactivate SARS-CoV-2.

The mechanisms underlying 425 nm blue light to inacti-
vate SARS-CoV-2 are still being developed; however, a
brief introduction to putative molecular contributors is rel-
evant. The molecular mechanisms governing the impact of
blue light on non-pigmented cells are only beginning to be
revealed. The effects of blue light should follow the first law
of photochemistry, which states that light must be absorbed
to have an effect. A handful of photoacceptors for blue light
have been identified in non-pigmented cells, including
cytochrome ¢ oxidase, flavins, porphyrins, opsins, and nitro-
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sated proteins. Light absorption by photoreceptors can lead
to release of reactive oxygen species (ROS) and/or nitric
oxide (NO) that may function to inactivate SARS-CoV-2 in
a cell-free or cell-associated environment. Reactive oxygen
species and/or bioactive NO may elicit activation of tran-
scription factors involved in immune signaling, such as
nuclear factor kappa-light-chain-enhancer of activated B
cells (NF-kB) and mitogen activated protein kinase (MAPK)
signaling. NFkB and MAPK pathways can lead to transcrip-
tional activation of innate and inflaimmatory immune
response molecules that may interfere with SARS-CoV-2
replication. Nitric oxide may also mediate inactivation of
cell-associated SARS-CoV-2 through S-nitrosylation of cys-
teine residues in the active site of viral encoded enzymatic
proteins. Reactive oxygen species and/or NO may also
function to inactivate cell-free virions. Photosensitizers
present in cell media may facilitate generation of ROS
and/or NO that directly impact virion proteins and/or viral
RNA to prevent infection and replication. It has also been
demonstrated that inactivation of cell-free feline calicivirus
(FCV) by 405 nm light was dependent on naturally occur-
ring photosensitizers in media. Importantly, FCV was inac-
tivated by 4 logs in artificial saliva and blood plasma,
indicating that light-induced inactivation of cell-free virus is
obtainable under biologically-relevant conditions. Evidence
demonstrating that SARS-CoV can be inactivated by exog-
enous addition of NO donor molecules, or possibly by single
oxygen substantiate the potential for SARS-CoV-2 inacti-
vation by nitric oxide.

In the above described experiments, materials and meth-
ods are provided in more detail below for reference. With
regard to cells, tissues, and viruses, Vero E6 cells were
purchased from ATCC and maintained in DMEM (Sigma-
Aldrich) supplemented with 10% FetalClonell (HyClone)
and 1% Antibiotic-Antimycotic (Gibco). Vero 76 cells
(ATCC CRL-1587) were maintained in MEM supplemented
with 2 mM L-glutamine and 5% FBS. Primary human
airway epithelium (EpiAirway AIR-100, MatTek Corpora-
tion) were cultured for 28 days in transwell inserts by
MatTek Corporation. The cultured tissues were shipped in
24 well plates with agarose embedded in the basal compart-
ment. Upon arrival, the transwell inserts were removed and
placed in 6-well plates with cold Maintenance Media in the
basal compartment; no media added to the apical surface.
Cells were incubated at 37° C. and 5% CO, overnight prior
to experimental use. All work with live virus was conducted
in two independent Biosafety Level-3 (BSL-3) laboratories,
MRI Global’s Kansas City facility and the Institute for
Antiviral Research at Utah State University, with adherence
to established safety guidelines. At both laboratories, SARS-
CoV-2 (USA_WA1/2020) was obtained from the World
Reference Center for Emerging Viruses and Arboviruses
(WRCEVA) and propagated with slight modifications. At
MRI Global, Vero E6 cells were cultured overnight with
DMEM (Gibco; 12320-032) supplemented with 10% FBS
(Avantor, 97068-085), 1% nonessential amino acids (Corn-
ing 25-025-CI), and 1% penicillin/streptomycin (VWR
97063-708). To generate master stocks, cells were infected
prior to infection with an approximate MOI of 0.08 in
infection media (as above with 5% FBS). Cells were moni-
tored for cytopathic effects daily and harvested at 4 days
post-infection as CPE approached 100%. Working stocks
were cultured in Vero E6 cells with DMEM/F12 media
(Gibco; 11330-032) supplemented with 10% FBS and 1%
penicillin/streptomycin at an MOI of 0.005. Cells were
monitored for CPE and harvested two days post-infection as
CPE approached 70%. Cell culture debris was pelleted by
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centrifugation at 500xg for 5 min and viral stocks were
stored at —80° C. Infectivity of viral stocks was determined
by TCIDs, assay. At Utah State University, SARS-CoV-2
(USA_WA1/2020) was propagated in Vero 76 cells. Infec-
tion media was Minimal Essential Media supplemented with
2 mM I-glutamine, 2% FBS, and 50 pg/ml gentamicin.

For cytotoxicity assays for human tissues, prior to illu-
mination, the maintenance media was changed on the human
tissue transwell inserts. Tissues were illuminated with 385
nm, 405 nm, or 425 nm light and incubated at 37° C. and 5%
CO, for 3 hours. Cytotoxicity was determined using the
EpiAirway MTT assay following manufacturer’s instruc-
tions. Briefly, tissues were rinsed with TEER buffer and
placed into pre-warmed MTT reagent and incubated at 37°
C. and 5% CO, for 90 min. The MTT solution was extracted
with MTT extractant solution by shaking for 2 hours. The
tissue inserts were discarded and the extractant solution was
added to a 96 well plate to be read at 570 nm. Extractant
solution served as the experimental blank and cell viabilities
were calculated against plates that were not illuminated.

For cytotoxicity assays for cell lines, Vero E6 cells were
incubated in clear 24-well, 48-well, and 96-well plates
(Corning) at varying seeding densities and incubated at 37°
C. and 5% CO, overnight. Cells were illuminated with 385
nm, 405 nm, or 425 nm light and incubated at 37° C. and 5%
CO, for 24 hours post-illumination. After 24 hours, cyto-
toxicity was determined using the CellTiterGlo One Solu-
tion (Promega) with modifications. The amount of CellTi-
terGlo One Solution (“CTG”) was optimized in a
preliminary experiment. For 24 well plates, 100 ul solution
was used and 60 pl solution was used for 48 and 96 well
plates. The cells were placed on an orbital shaker for 2 min
and the chemiluminescent signal was stabilized for 10 min
before 50 pl of the solution was added to a black well, black
bottom 96-well plates and read using the CellTiterGlo
program on the GloMax (Promega). CellTiterGlo One solu-
tion served as a blank and cell viabilities were calculated
against plates that were not illuminated.

Cytotoxicity analysis was conducted at 48 hours post-
illumination. Cells were treated for 2 hours with 0.01%
neutral red for cytotoxicity. Excess dye was rinsed from cells
with PBS. Absorbed dye was eluted from the cells with 50%
Sorensen’s citrate buffer/50% ethanol for 30 minutes. Buffer
was added to 10 wells per replicate. Optical density was
measured at 560 nm and cell viabilities were calculated
against cells that were not illuminated.

Antiviral assays were conducted in separate laboratories
with modifications. At MRI Global, cells were infected with
SARS-CoV-2 at multiplicity of infections (MOI) of 0.01 and
0.001 in triplicate. At one-hour post-infection, infected cells
were illuminated with 425 nm light at the specified doses.
Cell culture supernatants were harvested at 24 hours and 48
hours post-infection to for TCIDs, determination and gPCR
analysis. No illumination controls and no virus controls
were included as a positive control for viral growth and for
cytotoxicity, respectively. Cytotoxicity analysis was con-
ducted at 24 hours post-illumination as above.

Vero 76 cells were infected with SARS-CoV-2 at MOlIs of
0.01 and 0.001. At one-hour post-infection, infected cells
were illuminated with 425 nm light at the specified doses.
Cell culture supernatants were harvested at 48 h post-
infection for TCIDs, determination. No illumination con-
trols and no virus controls served as a positive control for
viral growth and for cytotoxicity, respectively. Cytotoxicity
analysis was conducted at 48 hours post-illumination.

Virucidal assays were conducted in parallel in separate
laboratories. At one laboratory, 1 ml solutions containing
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10° and 10° TCID,/ml were illuminated with varying doses
of light. The viruses were then tittered on Vero E6 cells in
triplicate via TCIDj, assay. No illumination controls served
as a positive control for viral growth.

At a second laboratory, 1 mL solutions containing 10° and
10° TCID,,/ml were illuminated with varying doses of light.
The viruses were then tittered on Vero 76 cells in triplicate
via TCIDs, assay. No illumination controls served as a
positive control for viral growth.

Viral RNA levels for SARS-CoV-2 samples were deter-
mined by quantitative RT-PCR using the CDC N1 assay.
Samples for the RT-PCR reactions were live virus in culture
supernatants without nucleic acid extraction. Primers and
probes for the N1 nucleocapsid gene target region were
sourced from Integrated DNA Technologies (2019-nCoV
CDC RUO Kit, No. 10006713). TagPath 1-step RT-qPCR
Master Mix, CG was sourced from ThermoFisher (No.
A15299). Reaction volumes and thermal cycling parameters
followed those published in the CDC 2019-Novel Corona-
virus (2019-nCoV) Real-Time RT-PCR Diagnostic Panel:
Instructions for Use. For the RT-PCR reaction, 15 mL of
prepared master mix was added to each well followed by 5
mL of each sample, for a final total volume of 20 mL per
reaction well. Reactions were run on a Bio-rad CFX real-
time PCR instrument.

TCID4, assays were conducted as follows at both labo-
ratories with slight modifications. At one laboratory, Vero E6
cells were plated in 96 well plates at 10,000 cells/well in 0.1
ml/well of complete medium (DMEM/F12 with 10% fetal
bovine serum and 1x Penicillin/Streptomycin) and incu-
bated overnight in a 37° C., 5% CO, humidified incubator.
The next day virus samples were serially diluted into un-
supplemented DMEM/F12 media at 1:10 dilutions by add-
ing 0.1 ml virus to 0.9 ml diluent, vortexing briefly and
repeating until the desired number of dilutions was
achieved. Media was decanted from 96 well plates and 0.1
ml of each virus dilution aliquoted into 5 or 8 wells. After
4 days of incubation at 37° C., 5% CO,, plates were scored
for presence of cytopathic effect. TCID,,/ml were made
using the Reed & Muench method. At the second laboratory,
cell culture samples were serially diluted and plated on fresh
Vero 76 cells in quadruplicate. Plates were visually exam-
ined for CPE at 6 days post-infection. Wells were indicated
as positive or negative and virus titers were calculated using
the Reed-Muench endpoint dilution method.

FIG. 68A is a chart 6800 showing raw luminescence
values (RLU) for different seedings of Vero E6 cell densities
and various doses of light (J/cm?). FIG. 68B is a chart 6810
showing percent viability for the different seedings of Vero
E6 cell densities and various doses of light of FIG. 68A.
FIG. 68B indicates the viability of Vero E6 cells may not
reach saturation until cell densities are above 10° cells. RLU
and percent viability based on the various doses of light
demonstrate that both 100 plL and 200 pL of CellTiter-Glo
(CTG) are effective volumes for measuring cell viability
after seeding different Vero E6 cell densities. For FIGS. 68A
and 68B, cell densities of 2x10° cells with 100 uL CTG,
1x10° cells with 100 uL CTG, 5A10* cells with 100 uL CTG,
2x10° cells with 200 uL. CTG, 1x10° cells with 200 pL. CTG,
and 5x10* cells with 200 uL. CTG are represented. FIG. 68C
is a chart 6820 comparing RLU versus total cell number to
show that CTG is an effective reagent for measuring cell
densities of above 10° Vero E6 cells. RLU values versus
total cell number are provided for 500 pl. CTG, 250 pL
CTG, and 100 pul. CTG and data is represented as +/-
standard deviation.
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FIG. 69A is a chart 6900 of TCID,,/ml versus dose at 24
hours and 48 hours post infection for Calu-3 cells infected
with SARS-CoV-2. FIG. 69B is a chart 6910 showing the
percent reduction in SARS-Cov-2 compared with percent
cytotoxicity, for the Calu-3 cells of FIG. 69A. Specific
TCIDsy/ml values are presented to demonstrate data trends
and data values relative to on another, the actual values may
vary from lab to lab and are not meant to be limiting. For
FIG. 69B, the chart lines for percent reduction in SARS-
Cov-2 and percent cytotoxicity are provided as nonlinear
regression curves based on the doses illustrated in FIG. 69A.
As shown, visible light at 425 nm inhibits viral replication
of SARS-CoV-2 in the human respiratory cell line, Calu-3.
The Calu-3 cells were infected with SARS-CoV-2 at an MOI
0t 0.1 and exposed to the indicated doses of 425 nm light at
1-hour post-infection. SARS-CoV-2 samples were harvested
for TCID,, assays at 24-hours and 48-hours post-infection.
Greater than a 99% reduction in virus was observed follow-
ing a single treatment for doses of 15 J/cm®. Percent
reduction in SARS-CoV-2 virus as shown in FIG. 69B was
calculated for each dose and timepoint. As previously
described, the SI (i.e., selectivity index) may be defined as
ratio of the CCs, to the EC,, for treated cells. As shown in
FIG. 69B, 50% percent reduction in SARS-CoV-2 at
24-hours and 48-hours post infection are indicated at rela-
tively low dose values. In this regard, the doses of light that
inhibit viral replication have a desirable selectivity index
(SI) values of greater than 100 twenty-four hours post
infection and greater than 25 when factoring in the cell
viability of Calu-3 cells not infected with virus.

FIG. 70A is a chart 7000 illustrating percent reduction in
SARS-CoV-2 replication versus percent cell cytotoxicity for
Vero E6 cells infected with a MOI of 0.01. FIG. 70B is a
chart 7010 illustrating percent reduction in SARS-CoV-2
replication versus percent cell cytotoxicity for Vero E6 cells
infected with a MOI of 0.001. In both FIGS. 70A and 70B,
the indicated doses of light were applied at 1-hour post
infection and dose responses were determined at 24-hours
post infection. The doses were administered by application
of 425 nm light with an irradiance of 50 mW/cm?® for times
of 2.5 minutes (for 7.5 J/cm?), 5 minutes (for 15 J/em?), 10
minutes (for 30 J/cm?), 15 minutes (for 45 J/cm?), and 20
mins (for 60 J/em?). Consistent with previously presented
charts, similar trends are observed for dose-dependent
effects of 425 nm blue light on SARS-CoV-2 replication for
both MOI values. The cytotoxicity curve indicates a CCy, of
about 30.2. In FIG. 70A, the percent reduction in SARS-
CoV-2 s close to 100% for doses as low as 7.5 J/cm® and the
corresponding nonlinear regression curve has a sharp
decrease at or near the 0 J/em” dose. For the purposes of SI
calculations, a conservative value of 1 was selected for the
EC,, value to give a SI value (e.g., CC5,/ECs,) of about 30.
In FIG. 70B, the percent reduction in SARS-CoV-2 is farther
away from 100% for the 7.5 J/cm?® dose, thereby providing
the corresponding nonlinear regression curve with a
decrease toward 0% at a dose slightly above the 0 J/em?
dose. In this manner, a value of about 3.4 may be indicated
for the ECy, value to give a SI value (e.g., CC5o/ECs,) of
about 9. Due to variability in experiments, slight differences
in data sets may be expected. In this regard, the results
illustrated in FIGS. 70A and 70B may be considered as
similar and within normal experimental variations.

While FIGS. 70A and 70B provide percent reduction in
SARS-CoV-2 at the cellular level for determining ECs,
values, IC, 5 values for target tissues are needed to determine
suitable LTI treatment values. FIG. 70C is a chart 7020
representing percent viability at various doses for primary
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human tracheal/bronchial tissue from a single donor for 425
nm light. Tissue viability is determined at 3-hours post-
exposure by MTT assay, a measure of cell viability by
assessing enzymatic activity of NAD(P)H-dependent cellu-
lar oxidoreductase ability to reduce MTT dye to formazan.
From the chart 7020, the IC,; value corresponds to the dose
where the viability curve is at 75% (e.g., 25% reduction in
tissue viability). In FIG. 70C, the IC,; value is about 157, as
indicated by the superimposed dashed lines. In combination
with the EC;,, values of FIGS. 70A and 70B, the correspond-
ing LTT values may be determined as about 157 for FIG. 70A
and about 46 for FIG. 70B.

FIGS. 71A-71C repeat the experiments of FIGS. 70A-
70C, but with light having a peak wavelength of 450 nm.
FIG. 71A is a chart 7100 illustrating percent reduction in
SARS-CoV-2 replication versus percent cell cytotoxicity for
Vero E6 cells infected with a MOI of 0.01. FIG. 71B is a
chart 7110 illustrating percent reduction in SARS-CoV-2
replication versus percent cell cytotoxicity for Vero E6 cells
infected with a MOI of 0.001. Consistent with previously
presented charts, similar trends are observed for dose-
dependent effects of 450 nm blue light on SARS-CoV-2
replication for both MOI values. The cytotoxicity curves
indicate a CCs, of greater than 60 since the curve does not
extend to 50% cytotoxicity. In turn, SI values based on CCs
value of greater than 60 may also be considered as greater
than the particular SI values. In FIG. 71A, a value of about
7.2 may be indicated for the EC,, value to give a SI value
(e.g., CC5o/EC5,) of greater than 8. In FIG. 71B, a value of
about 4.1 may be indicated for the EC,, value to give a SI
value (e.g., CC5,/ECs,) of about greater than 15. As before,
due to variability in experiments, slight differences in data
sets may be expected. In this regard, the results illustrated in
FIGS. 71A and 71B may be considered as similar and within
normal experimental variations.

FIG. 71C is a chart 7120 representing percent viability at
various doses for primary human tracheal/bronchial tissue
from a single donor for light at 450 nm. As with FIG. 70C,
tissue viability is determined at 3-hours post-exposure by
MTT assay. From the chart 7120, the IC,5 value may be
determined at about 330. In combination with the EC,,
values of FIGS. 71A and 71B, the corresponding LTI values
may be determined as about 46 for FIG. 71A and about 80
for FIG. 71B. While FIG. 71C shows about 63% viability at
a dose of 360 J/cm?, variability between biological repli-
cates was high at this dose. In this regard, the IC,5 values
may be even greater than the approximated value of 330,
indicating very high doses may be administered before
significant toxicity is observed.

FIG. 72 is a table 7200 summarizing the experiments of
FIGS. 70A-70C and 71A-71C. The higher SI and LTI values
for 450 nm light are predominantly a consequence of lower
cytotoxicity relative to 425 nm light. Lower EC;, values
demonstrate more effective virus inhibition at 425 nm, but
this can be associated with higher cytotoxicity values at
lower light doses than at 450 nm. Ideally, light therapy may
include lower ECs, values with CCs, values as high as
possible. Different targeted pathogens and tissue types may
provide different LTI values. In this regard, LTI values
according to the present disclosure may be provided at
values of greater than or equal to 2, or in a range from 2 to
100,000, or in a range from 2 to 1000, or in a range from 2
to 250, depending on the application. Considering experi-
mental variances, the exemplary data provided for treatment
of SARS-CoV-2 with light in a range from 425 nm to 450
nm indicates L'TT values in any of the above ranges may be
achieved.
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Using techniques analogous to those used to above to
measure the antiviral activity of 425 to 450 nm light against
SARS-CoV-2, the antiviral activity of light at 425 nm
against wild-type (WT) and Tamiflu-resistant influenza A
was investigated. FIG. 73A is a chart 7300 showing the titer
of WT influenza A virus based on remaining viral loads for
different initial viral doses after treatment with different
doses of 425 nm light. The initial viral doses were set at
1x10* and 1x10°, and the remaining viral load (e.g., number
of copies) following treatment with light at 425 nm at
dosages of 0 J/em?, 60 J/cm?, and 120 J/cm? is shown. The
data demonstrates significant reductions in wild-type influ-
enza A viral loads when either 60 J/cm® or 120 J/em® doses
were administered, with an additional roughly 0.5-log reduc-
tion in viral loads observed at the higher dosage.

FIG. 73B is a chart 7310 showing the titer of Tamiflu-
resistant influenza A virus based on remaining viral load for
a single initial viral dose after treatment of different doses of
425 nm light. The initial viral dose was set at 1x10%, the
remaining viral load (e.g., number of copies) following
treatment with light at 425 nm at dosages of 0 J/cm?, 60
J/em?, and 120 J/em? is shown. The initial dose is provided
at about 1x10*, and the remaining viral load (e.g., number of
copies) following treatment with light at 425 nm at dosed of
0 J/em?, 30 J/em?, 60 J/em?, 120 J/em?, 180 J/em?, and 240
J/em? is shown. The data shows an increase in viral load
when no light was administered, and dose-dependent reduc-
tions in viral loads up to about 180 J/cm?, totaling a roughly
2-log reduction in viral load.

FIG. 74A is a chart 7400 showing the TCID,,/ml versus
energy dose for W-influenza A treated with light at 425 nm
at various doses. The MOI for the WT-influenza A was
provided at 0.01. The selected doses were provided at O
T/em?, 3 Jem?, 7.5 J/em?, 15 J/em?, 30 J/em?, 45 J/em?, 60
J/em? and 90 J/em®. Results were collected after 24 hours
and after 48 hours. When no light was applied (e.g., dose of
0 J/cm?), viral loads increased to 10° copies at 24 hours, and
to 10° copies at 48 hours. At doses between about 7.5 J/cm?
and 60 J/cm?, a dose-dependent decrease in viral loads was
observed at 24 hours, though the virus significantly
rebounded by 48 hours. However, at doses of 90 J/cm?, the
viral loads significantly decreased by 24 hours, and did not
significantly increase at 48 hours. Specific TCID;/ml val-
ues are presented to demonstrate data trends and data values
relative to on another, the actual values may vary from lab
to lab and are not meant to be limiting.

FIG. 74B is a chart 7410 showing the percent reduction in
viral loads of WT-influenza A and percent cytotoxicity
against the treated cells when influenza A-infected Madin-
Darby Canine Kidney (MDCK) cells were exposed to 425
nm light at various doses. The MOI for the WT-influenza A
was provided at 0.01. As illustrated, the doses were provided
at 0 J/em?, 7.5 Jem?, 15 J/em?, 30 J/em?, 45 J/em?, 60 J/cm?
and 90 J/cm?®. The reduction in viral loads and the cytotox-
icity were monitored at 24 and 48 hours post irradiation.
Virtually no cytotoxicity was observed at any time period for
any of the doses. The reduction in viral loads was dose
dependent, with doses of 45 J/cm?, 60 J/em?, and 90 J/cm?
demonstrating a nearly complete reduction in viral loads.

FIG. 74C is a chart 7420 that is similar to FIG. 74A, but
with a starting MOI of 0.1. In this regard, FIG. 74C
illustrates the TCIDy, of cells infected with WT-influenza A
and treated with 425 nm light at doses of 0 J/cm?, 3 J/em?,
7.5 J/em?, 15 J/em®, 30 J/em?, 45 J/em?, 60 J/em? and 90
J/em?. Results were collected after 24 hours and after 48
hours. Viral loads stayed fairly constant at 24 hours for doses
from 0 to 15 J/em® and decreased in a dose dependent
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manner as the doses increased to 90 J/cm?®. Over the next 24
hours (i.e., a total of 48 hours post-exposure), the viral loads
significantly rebounded at all dosages other than 90 J/cm?.

FIG. 74D is a chart 7430 that is similar to FIG. 74B, but
with a starting MOI of 0.1. In this regard, FIG. 74D
illustrates the percent reduction in viral loads of WT-influ-
enza A and percent cytotoxicity against the treated cells
when influenza A-infected Madin-Darby Canine Kidney
(MDCK) cells were exposed to 425 nm light at various
doses. The MOI for the WT-influenza A was provided at 0.1.
As illustrated, the doses were provided at 0 J/cm?, 7.5 J/em?,
15 Jem?, 30 J/em?, 45 J/em?, 60 J/cm? and 90 J/ecm?. The
reduction in viral loads and the cytotoxicity were monitored
at 24 and 48 hours post irradiation. As with FIG. 74B,
virtually no cytotoxicity was observed at any time period for
any of the doses and the reduction in viral loads was dose
dependent, with doses of 45 J/em?, 60 J/cm® and 90 J/cm?
demonstrating a high or nearly complete reduction in viral
loads. Specific TCID,,/ml values are presented to demon-
strate data trends and data values relative to on another, the
actual values may vary from lab to lab and are not meant to
be limiting.

As a summary of the findings, therapeutic light treatments
can be selected from optimal doses including various com-
binations of wavelengths, irradiance, and treatment times as
discussed above for various viruses, including SARS-CoV-2
and Influenza, among others. Ideally, the phototherapy may
induce a dual mechanism of action on the virus, including
damaging the lipid membrane using single oxygen and/or
nitric oxide. The treatments demonstrate efficacy both extra-
cellular in the absence of cells pre-infection, as well as
intracellular in the presence of cells post infection. The
antiviral effect can be remarkably fast. For example, inac-
tivation of the SARS-CoV-2 virus was demonstrated within
24 to 48 hours, compared to the course of viral load
reduction observed clinically as the SARS-CoV-2 virus
clears the body in untreated patients, or even in patients
treated with Remdesivir.

It is important to consider the “Light Therapeutic Index,”
or “LTI1,” aratio of the IC, 5 and the EC, values for light that
is used on cells and tissues. Ideally, the light treatment will
be effective at killing one or more target viruses at power
levels that are not overly cytotoxic. Preferably, the ratio of
1C,5/EC4, is as high as possible, including greater than 2.
Cell systems for each virus have a number of variables (e.g.
cell density, different cell types for productive infection,
media, etc.), which makes it hard to have a single LT for all
cell types. Important aspects for evaluating L'TT for cell lines
across all viruses, particularly for respiratory viruses,
include evaluating the types of human tissue these viruses
are likely to infect, such as EpiAirway from both large
airway (AIR-100) and nasal (NAS-100) tissues. EpiAirway
is a ready-to-use, 3D mucociliary tissue model consisting of
normal, human-derived tracheal/bronchial epithelial cells,
also available as a co-culture system with normal human
stromal fibroblasts (EpiAirwayFT). A reduction as large as
75-fold is observed after a 2.5 min treatment dose at 50
mW/cm?. The light therapy shows significant antiviral activ-
ity post infection, inhibiting about 50% of viral replication.
Additionally, this treatment shows a full log inactivation of
virus on WT-Influenza A at doses of greater than 8.5 J/cm®.
Adose of 8.5 J/cm? was a dose that provided an ICs, against
influenza post infection. In this regard, doses of less than 10
J/em? can provide a multi-pathogenic treatment that can
eliminate different viruses via one or more separate mecha-
nisms. In a particular example, a multi-pathogenic treatment
of 425 nm light for 5 minutes and an irradiance of 50
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mW/cm? may be effective for treating both SARS-CoV-2
and Influenza A. Additionally, at doses of around 60 J/cm?,
a greater than 2-log reduction in virucidal activity was
observed using 425 nm light with a 20-minute exposure at
50 mW/cm?.

Considering L'T1 calculations (e.g., the ratio of IC,/EC,,)
in antiviral assays for specific tissues for SARS-CoV-2 and
Influenza at just 425 nm, it is observed that there are safe and
effective doses of light that can be administered. Because the
viral membranes are similar for other respiratory viruses, it
is believed (based on successful results with SARS-CoV-2
and influenza A) that such treatments can be effective against
all respiratory viruses. When comparing the results with
light at 425 nm with the results at 405 nm or 385 nm, the LTI
may be smaller, though it will be expected to vary depending
on tissue types. Extrapolating the data obtained herein, the
relatively high-powered light (e.g., dosed at hundreds of
J/em?2) used in the past to disinfect surfaces cannot safely be
used in vivo. Importantly, the dosage of light (J/em?) had to
be sufficiently non-cytotoxic (i.e., would not reduce viability
to more than 25% at a dose that resulted in an EC,,). The
resulting LTT is expected to vary depending on the type of
cell exposed to the phototherapy, but for a given cell type,
ideally there is an effective therapeutic window, such as an
LTI of at least 2, or in a range from 2 to 100,000, or in a
range from 2 to 1000, or in a range from 2 to 250, depending
on the application. Because SARS-CoV-2, influenza and
other viruses have lipid membranes, and part of the method
by which the light kills the viruses is believed to be oxidative
damage to these membranes, it is believed that this treatment
will also work equally well on other respiratory viruses.
Further, the treatments described herein may also work on
viruses that do not have lipid membranes (e.g., rhinoviruses
that cause most common colds).

Light therapies as disclosed herein may be combined with
conventional pharmaceutical agents, such as antivirals, anti-
coagulants, anti-inflammatories, and the like, and the anti-
viral wavelengths can be combined with anti-inflammatory
wavelengths to reduce the inflammatory damage caused by
the virus, by the cytokine storm induced by the virus, and/or
by the phototherapy at the antiviral NO-producing/NO-
releasing/singlet oxygen producing wavelengths.

While the above-described examples are provided in the
context of viral applications, the principles of the present
disclosure may also be applicable for treatment of bacterial
infections. There is a current problem when treating bacte-
rial respiratory infections, namely, AMR and recalcitrant
lung infections. Antimicrobial resistance has led to many
patients having their lungs infected with bacteria that are
resistant to many common antibiotics. As new antibiotics
become developed, bacterial resistance soon follows. One
potential solution to this problem would be to use visible
light as described herein, at an effective antimicrobial wave-
length and dosage, alone or in combination with conven-
tional antibiotic therapy. While bacteria can develop resis-
tance against antibiotics, it is more difficult for them to
develop resistance to antimicrobial therapy using visible
light. The potential uses are far-reaching; so long as the light
is delivered in a safe, therapeutic dosage, patients can be
effectively treated for a number of respiratory microbial
infections, such as tuberculosis, Mycobacterium avium com-
plex, and the like, and specifically including those caused by
spore-forming bacteria. Bacterial infections caused by
spore-forming bacteria can be particularly difficult to treat
with conventional antibiotics, because the antibiotics only
kill bacteria when they are not in spore form. As disclosed
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herein, certain wavelengths of light are effective at killing
spore-forming microbes not only in their active form, but
also in their spore form.

As discussed below, not all light at blue wavelengths are
equivalent. Some have higher cytotoxicity to the infected
tissues, and some have higher antimicrobial efficacy. It is
useful to consider light therapeutic index (LTI), which is a
combination of antimicrobial activity and safety to the
exposed tissues. Accordingly, a series of experiments were
performed to identify suitable wavelengths and dosage lev-
els to provide safe and effective antibacterial treatments.

For the experiments, bacterial cultures were prepared in
1x phosphate buffered saline (PBS) or CAMHB at 106
CFU/ml, and 200 pl were aliquoted into wells of a 96-well
microtiter plate. Plates with lids were placed under a white
illumination box, with an LED array placed on top such that
the light shines down onto bacteria. A fan blew across the
device though vents in the illumination box to minimize the
heat generated by the LED lights. All setups were done
inside a Class 11 biosafety cabinet. Lights were turned on for
a given time, then bacteria were sampled, serially diluted,
and plated on MHA for enumeration.

The bacterial strains used in this study were obtained from
the American Type Culture Collection (ATCC), the CDC-
FDA’s Antimicrobial Resistance Bank (AR-BANK), from
Dr. John LiPuma at the Burkholderia cepacia Research
Laboratory and Repository (BcRLR) at the University of
Michigan, or from the laboratory of Dr. Mark Schoenfisch at
the University of North Carolina Chapel Hill. Strains from
the BcRLR were confirmed to be Pseudomonas aeruginosa
by 16S sequencing, and the other strains were confirmed to
be P. aeruginosa by growth on Pseudomonas isolation agar.
Strains were stored in 20% glycerol stocks at —80° C. Strains
were cultured on tryptic soy agar (TSA) at 30° C. or 37° C.
for 1-2 days, or in cation-adjusted Mueller-Hinton Broth.
Streptococcus pyogenes and Haemophilus influenzae were
grown using Brain Heart Infusion in a chamber with 5%
CO, packets. All bacteria were incubated at 37° C. Cytox-
icity was measured as described above with respect to the
antiviral data.

FIG. 75A is a chart 7500 showing the effectiveness of
light at 405, 425, 450, and 470 nm and administered with a
dose of 58.5 J/em®, in terms of hours post-exposure, at
killing P. aeruginosa (CFU/ml). The data show that, at a
wavelength of 405 nm or 425 nm, a 5-log reduction in
concentration was observed almost instantaneously, and the
effect was maintained for four hours post-exposure.

FIG. 75B is a chart 7510 showing the effectiveness of
light at 405, 425, 450, and 470 nm, and administered with a
dose of 58.5 J/em®, in terms of hours post-exposure, at
killing S. aeurus (CFU/ml). The data show that, at a wave-
length of 405 nm, a 3-log reduction was observed within a
half hour post-exposure, and this increased to a 4-log
reduction by 2 hours post-exposure. At 425 nm, a 2-log
reduction in concentration was observed within two hours,
and this increased to a 4-log reduction by 4 hours post-
exposure. At 450 nm, a 2-log reduction in concentration was
observed within three hours, and this increased to a 4-log
reduction by 4 hours post-exposure. Light at 470 nm was
virtually ineffective.

FIG. 76A is a chart 7600 showing the effectiveness of
light at 425 nm and administered with doses ranging from 1
to 1000 J/em? at killing P aeruginosa (CFU/ml). The data
show that, at a wavelength of 425 nm, at doses of around 60
J/em?, a 4-log reduction in concentration was observed,
whereas at doses of 100 J/cm?® or higher, a 5-log reduction
was observed.
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FIG. 76B is a chart 7610 showing the effectiveness of
light at 425 nm and administered with doses ranging from 1
to 1000 J/cm?, at killing S. aureus (CFU/ml). The data show
that, at a wavelength of 425 nm, at doses of around 100
J/em? or more, a 4-log or even a 5-log reduction in concen-
tration was observed.

FIG. 77A is a chart 7700 showing the effectiveness of
light at 405 nm and administered with doses ranging from 1
to 1000 J/em? at killing P aeruginosa (CFU/ml). The data
show that, at a wavelength of 405 nm, at doses of around 60
J/em?, a 4-log reduction in concentration was observed,
whereas at doses of 100 J/cm? or higher, a 5-log reduction
was observed.

FIG. 77B is a chart 7710 showing the effectiveness of
light at 405 nm and administered with doses ranging from 1
to 1000 J/em? at killing S. aureus (CFU/ml). The data show
that, at a wavelength of 405 nm, at doses of around 100
J/em® or more, a 5-log reduction in concentration was
observed.

FIG. 78 is a chart 7800 showing the toxicity of 405 nm
and 425 nm light in primary human aortic endothelial cells
(HAEC). Data is provided showing the effect of light at 405
nm and at 425 nm for a variety of indicated doses. Even at
dosages up to 99 J/cm? the viability of the cells never
dropped below 75%, which is a useful threshold for deter-
mining the safety of a treatment.

FIG. 79A is a chart 7900 showing the bacterial log;,
reduction and the % loss of viability of infected AIR-100
tissues following exposure of the tissue to doses of light
ranging from 4 to 512 J/em?® at 405 nm. FIG. 79B is a chart
7910 showing the bacterial log, , reduction and the % loss of
viability of infected AIR-100 tissues following exposure of
the tissue to doses of light ranging from 4 to 512 J/cm? at 425
nm. At both wavelengths (405 nm and 425 nm), notable
bacterial log,, reductions are realized before dose levels
reach 25% loss in tissue viability.

In a similar manner, additional data as described above for
FIGS. 79A and 79B were collected and provided as shown
in FIGS. 79C-79F. This data demonstrates similar results,
thereby confirming identification of safe and effective oper-
ating windows. FIG. 79C is a chart 7920 showing the
bacterial log,, reduction and the % loss of viability of
infected AIR-100 tissues with gram negative bacteria (e.g.,
P. aeruginosa) following exposure of the tissue to doses of
light ranging from 4 to 512 J/cm? at 405 nm. FIG. 79D is a
chart 7930 showing the bacterial log,, reduction and the %
loss of viability of infected AIR-100 tissues with gram
negative bacteria (e.g., P. aeruginosa) following exposure of
the tissue to doses of light ranging from 4 to 512 J/cm? at 425
nm. FIG. 79E is a chart 7940 showing the bacterial log;,
reduction and the % loss of viability of infected AIR-100
tissues with gram positive bacteria (e.g., S. aureus) follow-
ing exposure of the tissue to doses of light ranging from 4
to 512 J/cm? at 405 nm, in a similar manner to FIGS. 79A
and 79C. FIG. 79F is a chart 7950 showing the bacterial
log,, reduction and the % loss of viability of infected
AIR-100 tissues with gram positive bacteria (e.g., S. aureus)
following exposure of the tissue to doses of light ranging
from 4 to 512 J/em? at 425 nm, in a similar manner to FIGS.
79B and 79D.

Most in-vitro assays against bacteria are conducted in a
cell-free system. There are two classic or industry standard
measurements for anti-bacterial activity. The first is related
to inhibition of growth and may be quantified in terms of a
minimum inhibitory concentration (MIC). The MIC refers to
the dose required to completely inhibit growth of bacteria
over a 24-hour period in a broth/growth medium. Given the
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rapidly dividing nature of bacteria, any growth leads to high
concentration of microorganism. Stated differently a 50%
reduction is not sufficient for bacteria infections. A second
standard is related to bactericidal results and may be quan-
tified in terms of a minimum bactericidal concentration
(MBC). The MBC refers to the dose required to result in a
3 log reduction (e.g., 99.9%) of bacteria. Assays can be run
in PBS or broth/growth media and lead to different results
and time is also a variable. In general, for the bacterial
experiments described above, the MIC dose for a given
organism has typically been greater than the MBC deter-
mined in phosphate buffered saline.

FIGS. 80A-801J are a series of charts showing the effect of
light at 405 nm and 425 nm, at differing dosage levels, in
terms of bacterial survival (CFU/ml) vs. dose (J/cm?). The
data is provided for both P aeruginosa and S. aureus
bacteria. As illustrated, light at 405 nm is particularly
effective at killing these bacteria, and that light at 425 nm is
also effective, though either not as effective, or not effective
at higher doses. MBC values are indicated on the charts of
FIGS. 80A-80J to show 3-log reductions in bacteria.

For the purposes of the present bacterial experiments, L'TT
calculations may be realized from the above-referenced data
for providing safe and effective phototherapeutic treatments.
As previously described, LTT may be determined from the
relationship of IC,5 divided by the EC,, in the context of
viruses. For the bacterial data presented in FIGS. 79A-80J,
the EC;,, values may be replaced or substituted with MBC
values as illustrated in FIGS. 80A-80J. The IC, values may
be determined by the horizontal dashed lines indicating 25%
loss of tissue viability in FIGS. 79A-79D.

FIG. 81 is a table 8100 summarizing the LTT calculations
and corresponding bactericidal doses for the bacterial
experiments illustrated in FIGS. 79A-80. Notably, the bac-
terial pathogens are selected as those that are commonly
associated with bacterial pneumonia. As illustrated, safe and
effective phototherapy treatments for gram negative P.
aeruginosa strains according to this experiment may have
LTI values in a range from 1.5 to 2.5, thereby indicating L'TT
values for such strains may be provided with values of at
least 1.5 or higher. For gram positive S. aureus strains, the
LTI values for this experiment are lower for some of the
doses than the P. aeruginosa strains.

FIG. 82 is a chart 8200 showing the effect of 425 nm light
at various doses at killing P. aeuriginosa (CFU/ml) over a
period of time from O hours, 2 hours, 4 hours, and 22.5
hours. At higher doses of light, such as 120 J/cm? the
bacterial concentration actually decreases over time. Impor-
tantly, it is largely irrelevant whether the entire dosage of
light (J/cm?) is administered in one dose, or in a combination
of smaller doses, so long as the same amount of light is
administered before the bacteria rebound.

FIG. 83 is a chart 8300 showing that whether all of the
light (J/cm®) is administered in one dose or in a series of
smaller doses, the antimicrobial effect (average CFU/ml) vs.
dose (J/em2xnumber of treatments) is largely the same, at 8
hours and 48 hours post-administration.

FIG. 84A is a chart 8400 showing the treatment of a
variety of drug-resistant bacteria (Average CFU/ml) vs. dose
(J/em?) at 24 hours post-exposure. At doses of 80-120 J/cm?
(a combination of two treatments of 40, 50, or 60 J/cm?), all
of the different drug-resistant bacterial strains were effec-
tively killed. In this regard, the treatments described herein
offer advantages over antibiotic treatments, in that a) drug
resistance is not observed following treatment, and b) the
treatment can be effective against drug-resistant bacteria. As
shown in FIG. 84A, when the treatment was applied to a
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variety of drug-resistant bacteria, at doses of 80-120 J/cm?
in a combination of two treatments of 40, 50, or 60 J/cm?,
all of the different drug-resistant bacterial strains were
effectively killed.

FIG. 84B is a table 8410 summarizing the bacteria species
and strains that were tested. ATCC refers to American Type
Culture Collection. BcRLR refers to Burkholderia cepacia
Research Laboratory and Repository provided by Dr. John
LiPuma of the University of Michigan. MDR refers to
multidrug resistant, e.g., resistant to =3 classes of antibiotics.
XDR refers to extremely drug resistant, e.g., resistant to 5
classes of antibiotics, such as amikacin (AMK), aztreonam
(ATM), cefepime (FEP), ceftazidime (CAZ), ceftazidime-
avibactam (CZA), ceftolozane-tazobactam (C/T), cipro-
floxacin (CIP), colistin (CST), doripenem (DOR), gentami-
cin (GEN), imipenem (IPM), levofloxacin (LVX),
meropenem (MEM), piperacillin-tazobactam (TZP), or
tobramycin (TOB).

FIG. 84C is a table 8420 that summarizes the efficacy of
twice daily dosing of 425 nm light against difficult-to-treat
clinical lung pathogens. Bactericidal doses are in PBS and
for a 3-log reduction relative to dark control samples. MIC
doses are in broth with no change in CFU/ml relative to
starting CFU/ml. MBC doses are in broth and for a 3-log
reduction in CFU/ml relative to dark control samples.
Accordingly, one can use the treatments described herein to
deliver safe and effective antimicrobial treatments to a
number of different bacterial infections, including those
caused by drug-resistant bacteria. Additionally, illumination
devices and treatments as disclosed herein may provide
multiple pathogenic benefits (e.g., for viruses, bacteria, and
fungi) with single wavelength and/or multiple wavelength
light treatments.

While various details of the above described devices and
corresponding light impingement for inducing one or more
biological effects have been provided, the exemplary
devices may include other elements and characteristics. In
certain embodiments, the devices and systems described
and/or illustrated herein broadly represent any type or form
of computing device or system capable of executing com-
puter-readable instructions, such as those contained within
the modules described herein. In their most basic configu-
ration, these computing device(s) may each include at least
one memory device and at least one physical processor.

In some examples, the term “memory device” generally
refers to any type or form of volatile or non-volatile storage
device or medium capable of storing data and/or computer-
readable instructions. In one example, a memory device may
store, load, and/or maintain one or more of the modules
described herein. Examples of memory devices include,
without limitation, Random Access Memory (RAM), Read
Only Memory (ROM), flash memory, Hard Disk Drives
(HDDs), Solid-State Drives (SSDs), optical disk drives,
caches, variations or combinations of one or more of the
same, or any other suitable storage memory.

In some examples, the term “physical processor” gener-
ally refers to any type or form of hardware-implemented
processing unit capable of interpreting and/or executing
computer-readable instructions. In one example, a physical
processor may access and/or modify one or more modules
stored in the above-described memory device. Examples of
physical processors include, without limitation, micropro-
cessors, microcontrollers, Central Processing Units (CPUs),
Field-Programmable Gate Arrays (FPGAs) that implement
softcore processors, Application-Specific Integrated Circuits
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(ASICs), portions of one or more of the same, variations or
combinations of one or more of the same, or any other
suitable physical processor.

Although various modules may be provided as separate
elements, the modules described and/or illustrated herein
may represent portions of a single module or application. In
addition, in certain embodiments one or more of these
modules may represent one or more software applications or
programs that, when executed by a computing device, may
cause the computing device to perform one or more tasks.
For example, one or more of the modules described and/or
illustrated herein may represent modules stored and config-
ured to run on one or more of the computing devices or
systems described and/or illustrated herein. One or more of
these modules may also represent all or portions of one or
more special-purpose computers configured to perform one
or more tasks.

In addition, one or more of the modules described herein
may transform data, physical devices, and/or representations
of physical devices from one form to another. For example,
one or more of the modules recited herein may receive
sensor data to be transformed, transform the sensor data,
output a result of the transformation to control impingement
of light onto living tissue, use the result of the transforma-
tion to control impingement of nitric-oxide modulating light
onto living tissue, and/or store the result of the transforma-
tion to control impingement of nitric-oxide modulating light
onto living tissue. Additionally or alternatively, one or more
of the modules recited herein may transform a processor,
volatile memory, non-volatile memory, and/or any other
portion of a physical computing device from one form to
another by executing on the computing device, storing data
on the computing device, and/or otherwise interacting with
the computing device.

In some embodiments, the term “computer-readable
medium” generally refers to any form of device, carrier, or
medium capable of storing or carrying computer-readable
instructions. Examples of computer-readable media include,
without limitation, transmission-type media, such as carrier
waves, and non-transitory-type media, such as magnetic-
storage media (e.g., hard disk drives, tape drives, and floppy
disks), optical-storage media (e.g., Compact Disks (CDs),
Digital Video Disks (DVDs), and BLU-RAY disks), elec-
tronic-storage media (e.g., solid-state drives and flash
media), and other distribution systems.

In addition to the above-described illumination devices,
the principles of the present disclosure are applicable to
other devices, and kits including these devices, for treating,
preventing, or reducing the biological activity of microbes
present in or near the oral cavity and/or auditory canal (i.e.,
mouth, nose and ears), as well as the throat, larynx, pharynx,
oropharynx, trachea, and esophagus, are disclosed.

Corresponding methods for treating or preventing micro-
bial infections in the oral cavity, nasal cavity and/or ears
(auditory canal), as well as the throat, larynx, pharynx,
oropharynx, and esophagus, are also disclosed. Where the
microbes are microbes that would result in respiratory
infections when they travel from the oral cavity (which
encompasses the nasal cavity) and/or auditory canal to the
lungs, the devices and kits can be used to prevent such
respiratory infections.

The methods involve administering light at one or more
wavelengths, which are selected to a) treat the actual
microbe, b) lower inflammation and/or ¢) improve vascula-
ture/blood flow. Combinations of wavelengths can be used,
which can, for example, inhibit microbial pathogens via one
mechanism, or two or more different mechanisms, or pro-
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vide a combination of antimicrobial and anti-inflammatory
effects. Anti-inflammatory effects can be particularly useful
to treat or prevent nasal congestion and lower the production
of anti-inflammatory cytokines in the oral cavity and
beyond.

Irradiances of light (mW/cm?) are disclosed at a specific
wavelengths of visible light for a threshold time over a given
duration to yield therapeutic dosages (J/cm®) which are
effective for inactivating virus or treating viral infections
while maintaining the viability of epithelial tissues. These
treatments can be tailored to the particular tissue being
treated, as well as to the various fluids in the media, such as
blood, sputum, saliva, cervical fluid, and mucous. The total
dosage (J/cm?) to treat an infection can be spread out over
multiple administrations, with each dose applied over sec-
onds or minutes, and with multiple doses over days or
weeks, at individual doses that treat the infection while
minimizing damage to the particular tissue.

The present invention will be better understood with
reference to the following definitions. As used herein, the
oral cavity includes the part of the mouth behind the gums
and teeth that is bounded above by the hard and soft palates
and below by the tongue and by the mucous membrane
connecting it with the inner part of the mandible. As used
herein, the nasal cavity is the vaulted chamber that lies
between the floor of the cranium and the roof of the mouth
of higher vertebrates extending from the external nares to
the pharynx, being enclosed by bone or cartilage and usually
incompletely divided into lateral halves by the septum of the
nose, and having its walls lined with mucous membrane that
is rich in venous plexuses and ciliated in the lower part
which forms the beginning of the respiratory passage and
warms and filters the inhaled air and that is modified as
sensory epithelium in the upper olfactory part. As used
herein, the auditory canal is a tube that connects the pinna,
or fleshy outer visible part of the ear, and the tympanic
membrane, or eardrum.

While the methods and devices described herein are
described as administering light to the oral cavity, in certain
embodiments it is also intended that light be administered to
the throat, esophagus, larynx, pharynx, oropharynx and/or
trachea. The oral cavity is illustrated in FIG. 55. As illus-
trated, the oropharynx is positioned as a middle portion of
the throat and may include a portion of the soft palate and
aportion that is connected to the oral cavity. The oropharynx
may be a location for initial infection with pathogens,
including bacteria, viruses, and fungi. In particular, the
oropharynx may be a location for coronavirus, including the
SARS-CoV-2 virus, to be positioned just after exposure and
within a few days of infection. In this regard, aspects of the
present disclosure, including the above-described illumina-
tion devices, may be configured for providing therapeutic
light doses to the oropharynx for inactivating coronavirus in
a cell-free environment at the oropharynx and surrounding
tissues and/or inhibiting replication of coronavirus in a
cell-associated environment at the oropharynx and sur-
rounding tissues. With regard to all microorganisms, the
principles of the present disclosure may be applicable for
inactivating microorganisms that are in a cell-free environ-
ment, inhibiting replication of microorganisms that are in a
cell-associated environment, upregulating a local immune
response, stimulating enzymatic generation of nitric oxide to
increase endogenous stores of nitric oxide, releasing nitric
oxide from endogenous stores of nitric oxide, and inducing
an anti-inflammatory effect.
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In some embodiments, the wavelengths of light activate
immune cells of the innate and/or adaptive immune
responses, including macrophages.

When administering light to arrive at a suitable total dose
(J/em?), it can be important to provide the therapeutic
dosage of light at a suitable combination of a wavelength,
irradiance (W/cm?), and exposure time, and multiple expo-
sures, at these conditions to yield total dose in J/cm?.

The wavelength should be safe to the tissue being irradi-
ated, and the irradiance should be safe to the tissue as well,
ideally not heating the tissue to a temperature that is unsafe,
and the cumulative exposure time should be matched with
the desired clinical application. In some embodiments, the
device used to administer the light can include a means for
controlling the amount of light that is administered, such as
a timer, actuator, dosimeter, and the like, such that the light
does not exceed safe limits.

For example, light is ideally administered at a dosage that
is safe and at a dosage that is effective at killing virus or
other microbes. In this regard, aspects of the present disclo-
sure provide a ratio of the IC,5 (the concentration or dose
required to reduce tissue living viability by 25% when
compared to control-treated tissues) to the EC, (dose
required to kill 50% of the virus or other microbe for the
specific tissue being treated as quantified at a cellular level)
that is greater than or equal to 2. As disclosed herein, the
1C,5/EC4, ratio or fraction may be referred to as a light
therapeutic index (LTI) that quantifies safe and effective
light dosages. In another context, one can consider, in an in
vitro setting, the ratio of the CC,, (concentration of a
therapeutic to reduce cell viability by 50%) to the ECs,, for
treated cells (i.e., the Selectivity Index, or “SI”). This ratio
will vary depending on the type of cells or tissue that are
exposed, for example, with some cells having differential
tolerance to oxidative damage than other cells.

In some embodiments, the light is administered at UVA
(320-400 nm), UVB (280-320 nm), and/or UVC (200-280
nm) wavelengths. Of these, it is believed that UVC (wave-
lengths of 200-280 nm) may be most germicidal. UVC is
absorbed by RNA and DNA bases in the microbes and can
cause the photochemical fusion of two adjacent pyrimidines
into covalently linked dimers, which then become non-
pairing bases. UVB can also cause the induction of pyrimi-
dine dimers, but less efficiently than UVC. UVA is weakly
absorbed by DNA and RNA, and is much less effective than
UVC and UVB in inducing pyrimidine dimers, but is
believed to cause additional genetic damage through the
production of reactive oxygen species, which cause oxidi-
zation of bases and strand breaks.

Nitric oxide is also known to be antimicrobial. The
precise mechanisms by which nitric oxide (NO) kills or
inhibits the replication of a variety of intracellular pathogens
is not completely understood. However, it appears that the
cysteine proteases are targeted. NO S-nitrosylates the cys-
teine residue in the active site of certain viral proteases,
inhibiting protease activity and interrupting the viral life
cycle. Since cysteine proteases are critical for virulence or
replication of many viruses, bacteria, and parasites, NO
production and release can be used to treat microbial infec-
tions. Accordingly, in some embodiments, light is adminis-
tered at wavelengths effective for enhancing endogenous
NO production and/or release. These wavelengths are dis-
cussed in more detail below.

In other embodiments, the light is administered at wave-
lengths that reduce inflammation. Following a viral infec-
tion, if the virus makes its way to the lungs, subjects are
often susceptible to bacterial respiratory infections, includ-
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ing bronchitis and pneumonia. Secondary bacterial infec-
tions can be caused when bacteria that normally inhabit the
nose and throat invade the lungs along a pathway created
when the virus destroyed cells lining the bronchial tubes and
lungs. Viral infections can also cause a “cytokine storm,”
where the body’s immune system over-reacts and rapidly
releases immune cells and inflammatory molecules. This can
lead to severe inflammation. A build-up of fluid in the lungs,
particularly the bronchial tubes, increases the chance of
secondary infections.

Nitric oxide is endogenously stored on a variety of
nitrosated biochemical structures. Upon receiving the
required excitation energy, both nitroso and nitrosyl com-
pounds undergo hemolytic cleavage of S—N, N—N, or
M—N bonds to yield free radical nitric oxide. Nitrosothiols
and nitrosamines are photoactive and can be phototriggered
to release nitric oxide by wavelength specific excitation.

It has been reported that NO may diffuse in mammalian
tissue by a distance of up to about 500 microns. In certain
embodiments, photons of a first energy hv1 may be supplied
to the tissue to stimulate enzymatic generation of NO to
increase endogenous stores of NO in a first diffusion zone 1.
Photons of a second energy hu2 may be supplied to the
tissue in a region within or overlapping the first diffusion
zone 1 to trigger release of NO from endogenous stores,
thereby creating a second diffusion zone 2. Alternatively, or
additionally, photons of a second energy hv2 may be sup-
plied to stimulate enzymatic generation of NO to increase
endogenous stores of NO in the second diffusion zone 2.
Photons of a third energy huv3 may be supplied to the tissue
in a region within or overlapping the second diffusion zone
2 to trigger release of endogenous stores, thereby creating a
third diffusion zone 3. Alternatively, or additionally, photons
of a third energy hu3 may be supplied to stimulate enzy-
matic generation of NO to increase endogenous stores of NO
in the third diffusion zone 3. In certain embodiments, the
first, second, and third diffusion zones 1-3 may have differ-
ent average depths relative to an outer epidermal surface. In
certain embodiments, the first photon energy hul, the sec-
ond photon energy hu2, and the third photon energy hu3
may be supplied at different peak wavelengths, wherein
different peak wavelengths may penetrate mammalian skin
to different depths—since longer wavelengths typically pro-
vide greater penetration depth. In certain embodiments,
sequential or simultaneous impingement of increasing
wavelengths of light may serve to “push” a nitric oxide
diffusion zone deeper within mammalian tissue than might
otherwise be obtained by using a single (e.g., long) wave-
length of light.

Light having a first peak wavelength and a first radiant
flux that stimulates enzymatic generation of nitric oxide to
increase endogenous stores of nitric oxide may be referred
to herein as endogenous store increasing light or ES increas-
ing light. Light having a first peak wavelength and a first
radiant flux to release nitric oxide from the endogenous
stores may be referred to herein as endogenous store releas-
ing light or ES releasing light. Light having anti-inflamma-
tory effects may be referred to herein as anti-inflammatory
light.

In certain embodiments, light at two or three peak wave-
lengths is used, including one peak wavelength to provide an
anti-inflammatory effect, in combination with a peak wave-
length of ES releasing light and/or a peak wavelength of ES
increasing light. In other embodiments, in place of, or in
addition to, ES increasing or ES releasing light, light at one
or more wavelengths in the UVA, UVB, or UVC ranges are
used.
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Embodiments of the present disclosure may be used to
treat a variety of viral infections. Representative viruses
include Betacoronavirus (SARS-COV-2 and MERS-COV),
Coronavirus, Picornavirus, influenza virus (A and B), the
common cold, respiratory syncytial virus (RSV), adenovi-
rus, parainfluenza, Legionnaire’s disease, rhinoviruses,
Epstein-Barr virus (EBV) (also known as human herpesvirus
4), and SARS. In addition to viruses associated with respi-
ratory infections, causing bronchitis, sinusitis, and/or pneu-
monia, the human papilloma virus (HPV) is associated with
certain throat cancers and laryngeal papillomas. The follow-
ing is a list of viruses, one or more of which can lead to
infection when virus particles enter the body through the
mouth, nose, or ears, and travel to the respiratory system or
gastrointestinal tract, or which can cause an infection when
they are located in the mouth, nose or ears: Togaviridae,
including the genus Alphavirus, examples of which include
Chikungunya, Semliki Forest, Eastern equine encephalitis,
Venezuelan equine encephalitis, and Western equine
encephalitis; Reoviridae, including the genuses Cardiovirus
and Reovirus, examples of which include Reo- and Rotavi-
ruses; Poxviridae, including the genus Orthopoxvirus,
examples of which include cowpox and Vaccinia; Picorna-
viridae, including the genuses Enterovirus, Cardiovirus, and
Rhinovirus, examples of which include Enterovirus 71,
Poliovirus Type 1, Poliovirus Type 3, Encephalomyocardi-
tis, and ECHO 12; Phenuiviridae, including the genus Phle-
bovirus, examples of which include Sandfly fever, Heart-
land, Punta Tory, ZHS501 and MP-12 viruses;
Paramyxoviridae, including the genuses Morbillivirus,
Respirovirus, and Pneumovirus, examples of which include
Measles, Parainfluenza and RSV; Orthomyxoviridae,
including the genuses Alphainfluenzavirus and Influenzavi-
rus B, examples of which include Influenza A and Influenza
B; Herpesviridae, including the genus Simplexvirus, of
which herpes is an example, Hantaviridae, including the
genus Orthohantavirus, of which Dobrava, Hantaan, Sin
Nombre, Andes, and Maporal are examples; Coronaviridae,
including the genuses Coronavirus and Betacoronavirus,
examples of which include Middle Eastern Respiratory
Syndrome (MERS-CoV), Corona, Sudden Acute Respira-
tory Syndrome (SARS-CoV), Sudden Acute Respiratory
Syndrome Coronavirus 2 (SARS-CoV-2), and Covid-19;
Caliciviridae, including the genus Norovirus; Arenaviridae,
including the genus Arenavirus, examples of which include
Junin, Tacaribe, Pichinde, and Lymphocytic choriomeningi-
tis; and Adenoviridae, including the genus Mastadenovirus,
of which adenovirus is an example. The methods described
herein also include treating or preventing the individual viral
infections listed above.

Currently, there are 5 recognized orders and 47 families of
RNA viruses, and there are also many unassigned species
and genera. Related to but distinct from the RNA viruses are
the viroids and the RNA satellite viruses.

There are several main taxa: levivirus and related viruses,
picornaviruses, alphaviruses, flaviviruses, dsRNA viruses,
and the —ve strand viruses

Positive strand RNA viruses are the single largest group
of RNA viruses, with 30 families. Of these, there are three
recognized groups. The picorna group (Picornavirata)
includes bymoviruses, comoviruses, nepoviruses, nodavi-
ruses, picornaviruses, potyviruses, obemoviruses and a sub-
set of luteoviruses (beet western yellows virus and potato
leafroll virus). The flavi-like group (Flavivirata) includes
carmoviruses, dianthoviruses, flaviviruses, pestiviruses, sta-
toviruses, tombusviruses, single-stranded RNA bacterio-
phages, hepatitis C virus and a subset of luteoviruses (barley
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yellow dwarf virus). The alpha-like group (Rubivirata)
includes alphaviruses, carlaviruses, furoviruses, hordeivi-
ruses, potexviruses, rubiviruses, tobraviruses, tricornavi-
ruses, tymoviruses, apple chlorotic leaf spot virus, beet
yellows virus and hepatitis E virus.

A division of the alpha-like (Sindbis-like) supergroup has
been proposed, with two proposed groups. The ‘altovirus’
group includes alphaviruses, furoviruses, hepatitis E virus,
hordeiviruses, tobamoviruses, tobraviruses, tricornaviruses
and rubiviruses, and the ‘typovirus’ group includes apple
chlorotic leaf spot virus, carlaviruses, potexviruses and
tymoviruses. There are five groups of positive-stranded
RNA viruses containing four, three, three, three, and one
order(s), respectively. These fourteen orders contain 31 virus
families (including 17 families of plant viruses) and 48
genera (including 30 genera of plant viruses). Alphaviruses
and flaviviruses can be separated into two families, the
Togaviridae and Flaviridae. This analysis also suggests that
the dsRNA viruses are not closely related to each other but
instead belong to four additional classes, Birnaviridae,
Cystoviridae, Partitiviridae, and Reoviridae, and one addi-
tional order (Totiviridae) of one of the classes of positive
ssRNA viruses in the same subphylum as the positive-strand
RNA viruses. There are two large clades: One includes the
families Caliciviridae, Flaviviridae, and Picornaviridae and
a second that includes the families Alphatetraviridae, Bir-
naviridae, Cystoviridae, Nodaviridae, and Permutotretraviri-
dae. Satellite viruses include Albetovirus, Aumaivirus, Papa-
nivirus, Virtovirus, and Sarthroviridae, which includes the
genus Macronovirus. Double-stranded RNA  viruses
(dsRNA viruses) include twelve families and a number of
unassigned genera and species recognized in this group. The
families include Amalgaviridae, Birnaviridae, Chrysoviri-
dae, Cystoviridae, Endornaviridae, Hypoviridae, Megabir-
naviridae, Partitiviridae, Picobirnaviridae, Reoviridae,
which includes Rotavirus, Totiviridae, Quadriviridae. Boty-
birnavirus is one genus, and unassigned species include
Botrytis porri RNA virus 1, Circulifer tenellus virus 1,
Colletotrichum camelliae filamentous virus 1, Cucurbit yel-
lows associated virus, Sclerotinia sclerotiorum debilitation-
associated virus, and Spissistilus festinus virus 1. Positive-
sense ssRNA viruses (Positive-sense single-stranded RNA
viruses) include three orders and 34 families, as well as a
number of unclassified species and genera. The order
Nidovirales includes the families Arteriviridae, Coronaviri-
dae, which includes Coronaviruses, such as SARS-CoV and
SARS-CoV-2, Mesoniviridae and Roniviridae. The order
Picornavirales includes families Dicistroviridae, Iflaviridae,
Marnaviridae, Picornaviridae, which includes Poliovirus,
Rhinovirus (a common cold virus), and Hepatitis A virus,
Secoviridae, which includes the subfamily Comovirinae, as
well as the genus Bacillariornavirus and the species Kelp fly
virus. The order Tymovirales includes the families Alpha-
flexiviridae, Betaflexiviridae,

Gammaflexiviridae, and Tymoviridae. A number of fami-
lies are not assigned to any of these orders, and these include
Alphatetraviridae, Alvernaviridae, Astroviridae, Barnaviri-
dae, Benyviridae, Botourmiaviridae, Bromoviridae, Calici-
viridae, which includes the Norwalk virus (i.e., norovirus),
Carmotetraviridae, Closteroviridae, Flaviviridae, which
includes Yellow fever virus, West Nile virus, Hepatitis C
virus, Dengue fever virus, and Zika virus, Fusariviridae,
Hepeviridae, Hypoviridae, Leviviridae, Luteoviridae, which
includes Barley yellow dwarf virus, Polycipiviridae, Narna-
viridae, Nodaviridae, Permutotetraviridae, Potyviridae, Sar-
throviridae, Statovirus, Togaviridae, which includes Rubella
virus, Ross River virus, Sindbis virus, and Chikungunya
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virus, Tombusviridae, and Virgaviridae. Unassigned genuses
include Blunervirus, Cilevirus, Higrevirus, Idaeovirus,
Negevirus, Ourmiavirus, Polemovirus, Sinaivirus, and
Sobemovirus. Unassigned species include Acyrthosiphon
pisum virus, Bastrovirus, Blackford virus, Blueberry
necrotic ring blotch virus, Cadicistrovirus, Chara australis
virus, Extra small virus, Goji berry chlorosis virus, Harmo-
nia axyridis virus 1, Hepelivirus, Jingmen tick virus, Le
Blanc virus, Nedicistrovirus, Nesidiocoris fenuis virus 1,
Niflavirus, Nylanderia fir/va virus 1, Orsay virus, Osedax
Jjaponicus RNA virus 1, Picalivirus, Planarian secretory cell
nidovirus, Plasmopara halstedii virus, Rosellinia necatrix
fusarivirus 1, Santeuil virus. Secalivirus, Solenopsis invicta
virus 3, and Wuhan large pig roundworm virus.

Satellite viruses include the family Sarthroviridae and the
genuses Albetovirus, Aumaivirus, Papanivirus, Virtovirus,
and the Chronic bee paralysis virus. Six classes, seven
orders and twenty-four families are currently recognized in
this group. A number of unassigned species and genera are
yet to be classified

Negative-sense ssRNA viruses (Negative-sense single-
stranded RNA viruses) are, with the exception of the Hepa-
titis D virus, within a single phylum, Negarnaviricota, with
two subphyla, Haploviricotina and Polyploviricotina, with
four classes, Chunqiuviricetes, Milneviricetes, Monjivirice-
tes and Yunchangviricetes. The subphylum Polyplovirico-
tina has two classes, Ellioviricetes and Insthoviricetes.

There are also a number of unassigned species and genera.
The Phylum Negarnaviricota includes Subphylum Haplo-
viricotina, Class Chunqiuviricetes, Order Muvirales, Family
Qinviridae. The Class Milneviricetes includes Order Ser-
pentovirales and Family Aspiviridae. The Class Monjivir-
icetes includes Order Jingchuvirales and Family Chuviridae.
The order Mononegavirales includes families Bornaviridae,
which includes the Borna disease virus, Filoviridae, which
includes the Ebola virus and the Marburg virus, Mymona-
viridae, Nyamiviridae, Paramyxoviridae, which includes
Measles, Mumps, Nipah, Hendra, and NDV, Pneumoviridae,
which RSV and Metapneumovirus, Rhabdoviridae, which
Rabies, and Sunviridae, as well as genuses Anphevirus,
Arlivirus, Chengtivirus, Crustavirus, and Wastrivirus. Class
Yunchangviricetes includes order Goujianvirales and family
Yueviridae.Subphylum Polyploviricotina includes class
Ellioviricetes, order Bunyavirales, and the families Arena-
viridae, which includes Lassa virus, Cruliviridae, Feraviri-
dae, Fimoviridae, Hantaviridae, Jonviridae, Nairoviridae,
Peribunyaviridae, Phasmaviridae, Phenuiviridae, Tospoviri-
dae, as well as genus Tilapineviridae.

Class Insthoviricetes includes order Articulavirales and
family Amnoonviridae, which includes the Taastrup virus,
and family Orthomyxoviridae, which includes Influenza
viruses. The genus Deltavirus includes the Hepatitis D virus.

Specific viruses include those associated with infection of
mucosal surfaces of the respiratory tract, including Beta-
coronavirus (SARS-COV-2 and MERS-COV), rhinoviruses,
influenza virus (including influenza A and B), parainflu-
enza,). Generally, orthomyxoviruses and paramyxoviruses
can be treated.

A DNA virus is a virus that has DNA as its genetic
material and replicates using a DNA-dependent DNA poly-
merase. The nucleic acid is usually double-stranded DNA
(dsDNA) but may also be single-stranded DNA (ssDNA).
DNA viruses belong to either Group 1 or Group II of the
Baltimore classification system for viruses. Single-stranded
DNA is usually expanded to double-stranded in infected
cells. Although Group VII viruses such as hepatitis B
contain a DNA genome, they are not considered DNA
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viruses according to the Baltimore classification, but rather
reverse transcribing viruses because they replicate through
an RNA intermediate. Notable diseases like smallpox, her-
pes, and the chickenpox are caused by such DNA viruses.

Some have circular genomes (Baculoviridae, Papovaviri-
dae and Polydnaviridae) while others have linear genomes
(Adenoviridae, Herpesviridae and some phages). Some
families have circularly permuted linear genomes (phage T4
and some Iridoviridae). Others have linear genomes with
covalently closed ends (Poxviridae and Phycodnaviridae).

Fifteen families are enveloped, including all three fami-
lies in the order Herpesvirales and the following families:
Ascoviridae, Ampullaviridae, Asfarviridae, Baculoviridae,
Fuselloviridae, Globuloviridae, Guttaviridae, Hytrosaviri-
dae, Iridoviridae, Lipothrixviridae, Nimaviridae and Pox-
viridae.

Of these, species of the order Herpesvirales, which
includes the familes Alloherpesviridae, Herpesviridae,
which includes human herpesviruses and the Varicella Zos-
ter, and the families Adenoviridae, which includes viruses
which cause human adenovirus infection, and Malacoher-
pesviridae, infect vertebrates.

Asfarviridae, which includes African swine fever virus,
Iridoviridae, Papillomaviridae, Polyomaviridae, which
includes Simian virus 40, JC virus, and BK virus, and
Poxviridae, which includes Cowpox virus and smallpox,
infect vertebrates. Anelloviridae and Circoviridae also infect
animals (mammals and birds respectively).

The family Smacoviridae includes a number of single-
stranded DNA viruses isolated from the feces of various
mammals, and there are 43 species in this family, which
includes six genera, namely, Bovismacovirus, Cosmacovi-
rus, Dragsmacovirus, Drosmacovirus, Huchismacovirus and
Porprismacovirus. Circo-like virus Brazil hsl and hs2 have
also been isolated from human feces. An unrelated group of
ssDNA viruses includes the species bovine stool associated
circular virus and chimpanzee stool associated circular
virus.

Animal viruses include parvovirus-like viruses, which
have linear single-stranded DNA genomes, but unlike the
parvoviruses, the genome is bipartate. This group includes
Hepatopancreatic parvo-like virus and Lymphoidal parvo-
like virus. Parvoviruses have frequently invaded the germ
lines of diverse animal species including mammals.

The human respiratory-associated PSCV-5-like virus has
been isolated from the respiratory tract.

Embodiments of the present disclosure may be used to
treat a variety of bacterial infections. Examples of pathogens
that can be treated include Haemophilus influenzae,
Pseudomonas  aeruginosa, Acinetobacter  baumannii,
Staphylococcus aureus, Staphylococcus warneri, Staphylo-
coccus lugdunensis, Staphylococcus epidermidis, Strepto-
coccus milleri/anginous, Streptococcus pyogenes, vancomy-
cin-resistant enterococci, nontuberculosis mycobacterium,
Mycobacterium tuberculosis, Burkholderia spp., Achromo-
bacter xylosoxidans, Pandoraeasputorum, Stenotrophomo-
nas maltophilia, Alcaligenes xylosoxidans, Haemophilus
pittmaniae, Serratia marcescens, Candida albicans, drug
resistant Candida albicans, Candida glabrata, Candida kru-
sei, Candida guilliermondii, Candida auris, Candida tropi-
calis, Aspergillus niger, Aspergillus terreus, Aspergillus
fumigatus, Aspergillus flavus, Morganella morganii, Inqui-
linus limosus, Ralstonia mannitolilytica, Pandoraea apista,
Pandoraea promenusa, Pandoraea sputorum, Bdellovibrio
bacteriovorus, Bordetella bronchiseptica, Vampirovibrio
chlorellavorus, Actinobacter baumanni, Cupriadidus metal-
lidurans, Cupriavidus pauculus, Cupriavidus respiraculi,
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Delftia acidivordans, Exophilia dermatitidis, Herbaspiril-
lum frisingense, Herbaspirillum seropedicae, Klebsiella
preumoniae, Pandoraea norimbergensis, Pandoraea pul-
monicola, Pseudomonasmendocina, Pseudomonas pseudo-
alcaligenes, Pseudomonas putida, Pseudomonas stutzeri,
Ralstonia insidiosa, Ralstonia pickettii, Neisseriagonor-
rhoeae, NDM-1 positive E. coli, Enterobacter cloaca, Van-
comycin-resistant £. faecium, Vancomycin-resistant E. fae-
calis, E. faecium, E. faecalis, Clindamycin-resistant S.
agalactiae, S. agalactiae, Bacteroides fragilis, Clostridium
difficile, Streptococcus pneumonia, Moraxella catarrhalis,
Haemophilus haemolyticus, Haemophilus parainfluenzae,
Chlamydophilia pneumoniae, Mycoplasma preumoniae,
Atopobium, Sphingomonas, Saccharibacteria, Leptotrichia,
Capnocytophaga, Oribacterium, Aquabacterium, Lachnoa-
naerobaculum, Campylobacter, Acinetobacter, Agrobacte-
rium; Bordetella; Brevundimonas; Chryseobacterium; Delf-
tia; Enterobacter; Klebsiella; Pandoraea; Pseudomonas;
Ralstonia, and Prevotella. Representative non-tuberculosis
mycobacterium include Mycobacterium abscessus, Myco-
bacterium avium, Mycobacteriumintracellulare, Mycobacte-
rium fortuitum, Mycobacterium gordonae, Mycobacterium
kansasii, Mycobacterium avium complex, Mycobacterium-
marinum, Mycobacterium terrae and Mycobacterium che-
loni. Representative Burkholderia spp. include Burkholderia
cepacia, Burkholderia cepacia complex, Burkholderia mul-
tivorans, Burkholderia cenocepacia, Burkholderia stabilis,
Burkholderia vietnamiensis, Burkholderia dolosa, Burk-
holderia ambifaria, Burkholderia anthina, Burkholderia
pyrrocinia, Burkholderia gladioli, Burkholderia ubonensis,
Burkholderia arboris, Burkholderia latens, Burkholderia
lata, Burkholderia metallica, Burkholderia seminalis, Bur-
kholderia contaminans, and Burkholderia diffusa. In some
embodiments, the bacteria may be drug resistant, and in
some aspects of these embodiments, the bacteria may be
multi-drug resistant. For example, the bacteria may be
resistant to antibiotics such as amikacin, aztreonam, methi-
cillin, vancomycin, nafcillin, gentamicin, ampicillin,
chloramphenicol, doxycycline, colistin, delamanid, preto-
manid, clofazimine, bedaquiline, and/or tobramycin. While
these bacteria may develop resistance to these drugs, they
cannot, however, easily develop resistance to the photo-
therapy-based approaches described herein.

Embodiments of the present disclosure may be used to
treat a variety of fungal infections. Representative fungal
infections that can be treated include Candida albicans, drug
resistant Candida albicans, Candida glabrata, Candida kru-
sei, Candida guilliermondii, Candida auris, Candidatropi-
calis, Aspergillus niger, Aspergillus terreus, Aspergillus
Sfumigatus, and/or Aspergillus flavus.

The light delivery methods described herein can be used
to treat, prevent, manage or lessen the severity of symptoms
and infections associated with one or more infections in the
oral cavity, auditory canal, throat, larynx, pharynx, orophar-
ynx, trachea, and/or esophagus, and/or to prevent pulmonary
infections in a subject.

In some embodiments, the methods can treat an existing
microbial infection with light, where the infection is in
mucosal surfaces in the oral cavity, including the nasal
cavity, and has not progressed to the lungs. In this respect,
while the microbial infection is locally treated in these areas,
it is also a post-infection prophylaxis of lung infection.

In some aspects, this treatment (or post-infection prophy-
laxis) operates via a nitric oxide dependent mechanism, and
in other embodiments, it operates via a mechanism that is
not nitric oxide dependent. In still other aspects, combina-
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tions of wavelengths are used, such that the treatment
involves both types of mechanisms.

In still other embodiments, exposure to light prevents
infection from occurring, by using light to boost a subject’s
innate immune response to microbial pathogens.

In some aspects, this boosting of the immune system
operates via a nitric oxide dependent mechanism, and in
other embodiments, it operates via a mechanism that is not
nitric oxide dependent. In still other aspects, combinations
of wavelengths are used, such that the treatment involves
both types of mechanisms.

In some embodiments, the disclosed methods involve
preventing infection by directly killing microbial pathogens
with light. In these embodiments, the light may act on the
microorganisms and not only the host.

In still other embodiments, phototherapy is used in com-
bination with antimicrobial agents, as described herein.
Depending on the type of microbial infection, this may entail
combining phototherapy with antibiotics, antifungals, or
antivirals. In some embodiments, the combination therapy is
synergistic, rather than merely additive, as the photothera-
peutic approach may render the microbe more susceptible to
the antimicrobial compounds.

In some aspects, antimicrobial photodynamic inactivation
is performed, using rationally designed photosensitizers
combined with visible light, optionally also using potentia-
tion by inorganic salts, such as potassium iodide. Represen-
tative photosensitizers include cationic porphyrins, chlorins,
bacteriochlorins, phthalocyanines, phenothiazinium dyes,
fullerenes, BODIPY-dyes, as well as some natural products.
Specific examples include meso-tetra (N-methyl-4-pyridyl)
porphine tetra tosylate (TMP), toluidineblue O, Photofrin,
and methylene blue (MB). Representative wavelengths,
photosensitizers, and salts are disclosed, for example, in and
Hamblin and A brahamse, Drug Dev Res. 2019; 80:48-67.

In other aspects, porphyrins already present within micro-
bial cells are activated by blue or violet light, and the
activation of these endogenous photoactive porphyrins is
effective to eliminate the microbial cells.

In other aspects, UVC light is used at wavelengths
between 200 nm and 230 nm that can kill microbial cells
without damaging host mammalian cells. These wave-
lengths can be effective against multidrug resistant bacteria,
and the photochemical pathway does not induce resistance.
Further, localized infections can be monitored by non-
invasive bioluminescence imaging.

In other embodiments, the phototherapy serves to
decrease inflammation associated with infections. In some
aspects of these embodiments, in addition to or in lieu of
treating the root cause of the microbial infection, the treat-
ment provides symptomatic relief. In other aspects of these
embodiments, the phototherapy decreases inflammation
caused by viruses as part of their processes to multiply and
divide. For example, this can involve inhibiting NF-kB
and/or caspase used by Coronavirus to amplify transmission.

In some embodiments, the term “preventing” relates to
preventing an infection from occurring at all. In other
embodiments, preventing relates to post-exposure prophy-
laxis, also known as post-exposure prevention (PEP), which
refers to a preventive medical treatment started after expo-
sure to a pathogen, in order to prevent the infection from
occurring. In the context of respiratory infections, post-
exposure prevention refers to preventing a respiratory infec-
tion following infection of the oral cavity, auditory canal,
throat, larynx, pharynx, trachea, and/or esophagus.

The methods involve administering one or more wave-
lengths of light to the subject, to the oral cavity, auditory
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canal, throat, larynx, pharynx, oropharynx, trachea, and/or
esophagus. In some embodiments, the wavelengths are
antimicrobial. In other embodiments, the wavelengths
reduce inflammation or increase vascularization. Combina-
tions of wavelengths can be used, and the wavelengths can
be administered serially or simultaneously.

Light can be administered to the auditory canal, oral
cavity, including the mouth and nasal passages, and/or to the
throat, esophagus, larynx, pharynx, oropharynx, and trachea,
and combinations thereof.

In some embodiments, UVC light is used to treat or
prevent microbial infections, including those caused by
viruses such as coronavirus. The entire range from 200 to
400 nm may be effective. In other embodiments, UVB
and/or UVA light is used. The wavelength from around 400
to around 430 nm is also effective against both viruses and
bacteria. Further, as discussed herein, wavelengths of light
that promote production or release of endogenous nitric
oxide can be used. These wavelengths may be antimicrobial
via a different pathway than the UVA/UVB/UVC wave-
lengths, and combinations of these wavelengths can be used
to provide antimicrobial effects via a combination of path-
ways.

Certain bacterial infections, and all fungal infections, are
associated with spores. Because most pharmaceuticals are
only active against the bacteria or fungus when it is not in
spore form, the treatments must take place over an extended
period of time, so that the spores can become active bacteria/
fungi, and then be treated with the antimicrobial agents.

Certain wavelengths of light are effective not only at
killing active bacteria/fungi, but also against spores. Accord-
ingly, using the methods described herein, one can lessen the
duration of treatment. By way of example, treatment of
infections such as tuberculosis or NTM (non-tuberculosis
mycobacterial infections) takes around 1 year for an effec-
tive treatment, largely because of the continued presence of
spores. The duration of treatment often leads to poor patient
compliance. The methods described herein can be used to
kill these infections before they travel to the lung, therefore
minimizing treatment time, and long-term exposure to anti-
biotics.

Examples of pulmonary infections that can be prevented
include bronchiectasis infection, pneumonia, valley fever,
allergic bronchopulmonary aspergillosis (ABPA), ventilator
acquired pneumonia, hospital acquired pneumonia, commu-
nity acquired pneumonia, ventilator associated tracheobron-
chitis, lower respiratory tract infection, non-tuberculous
Mycobacteria, anthrax, legionellosis, pertussis, bronchitis,
Bronchiolitis, COPD-associated infection, and post-lung
transplantation. In some cases, pulmonary infections that are
prevented would have resulted from infection by one or
more bacterial or fungal pathogens.

Where the pulmonary infections are CF-related pulmo-
nary infections, the methods described herein can be used to
prevent, manage, or lessen the severity of the CF-related
pulmonary infection.

The bacterial pathogen can be a gram-positive bacteria or
gram-negative bacteria and can include one or more of a
bacterial biofilm and planktonic bacteria.

Light can penetrate and disrupt biofilms, so in embodi-
ments where a bacterial biofilm is present, the methods can
involve (1) reducing the bacterial biofilm, (2) impairing
growth of the bacterial biofilm, and (3) preventing reforma-
tion of the bacterial biofilm.

In still other embodiments, a fungal pathogen is present,
which can include planktonic fungi and/or biofilm fungi.
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The methods described herein can be used to prevent,
manage or lessen the severity of the pulmonary infection by
one or both of: prevention of the infection by the bacterial
or fungal pathogen or reduction of the bacterial or fungal
pathogen before it can enter the pulmonary system, or to
treat or prevent infection of the oral cavity, auditory canal,
and the like, by killing microbes in these tissues.

Representative pathogens that can be killed using the
phototherapeutic approaches described herein include Hae-
mophilus influenzae, Pseudomonasaeruginosa, Staphylococ-
cus aureus, Staphylococcus warneri Staphylococcus lug-
dunensis, Staphylococcus  epidermidis, Streptococcus
milleri/anginous, Streptococcus pyogenes, non-tuberculosis
mycobacterium, Mycobacterium tuberculosis, Burkholderia
spp., Achromobacter xylosoxidans, Pandoraeasputorum,
Stenotrophomonas maltophilia, Alcaligenes xylosoxidans,
Haemophilus pittmaniae, Serratia marcescens, Candidia
albacans, Candida parapsilosis, Candida guilliermondii,
Morganella morganii, Inquilinus limosus, Ralstonia manni-
tolilytica, Pandoraea apista, Pandoraea pnomenusa, Pan-
doraea sputorum, Bdellovibrio bacteriovorus, Bordetella-
bronchiseptica, Vampirovibrio chlovellavorus, Actinobacter
baumanni, Cupriadidus metallidurans, Cupriavidus paucu-
lus, Cupriavidus respiraculi, Delftia acidivordans, Exo-
philia dermatitidis, Herbaspirillum  frisingense,
Herbaspirillum seropedicae, Klebsiella pneumoniae, Pan-
doraea  norimbergensis,  Pandoraea  pulmonicola,
Pseudomonas mendocina, Pseudomonas pseudoalcaligenes,
Pseudomonas putida, Pseudomonas stutzeri, Ralstonia insi-
diosa, Ralstonia pickettii, Neisseria gonorrhoeae, NDM-1
positive E. coli, Enterobacter cloaca, Vancomycin-resistant
E. faecium, Vancomycin-resistant E. faecalis, E. faecium, E.
faecalis, Clindamycin-resistant S. agalactiae, S. agalactiae,
Bacteroides fragilis, Clostridium difficile, Streptococcus
preumonia, Moraxella catarrhalis, Haemophilus haemolyti-
cus, Haemophilus parainfluenzae, Chlamydophilia pneumo-
niae, Mycoplasma pneumoniae, Atopobium, Sphingomonas,
Saccharibacteria, Leptotrichia, Capnocytophaga, Oribacte-
rium, Aquabacterium, Lachnoanaerobaculum, Campylo-
bacter, Acinetobacter; Agrobacterium; Bordetella; Bre-
vundimonas; Chryseobacterium, Delftia; FEnterobacter;
Klebsiella;, Pandoraea; Pseudomonas; Ralstonia, and Pre-
votella.

Common pulmonary infections include inhalation
anthrax, whooping cough (also known as pertussis, and
caused by Bordetella pertussis), streptococcus (pneumococ-
cus, Streptococcus pneumoniae), mycobacteria, including
mycobacteria tuberculosis and Nontuberculous mycobacte-
rial (NTM) lung disease (Mycobacterium avium complex
(MAQC), M. abscessus, M. kansasii, M. malmoense, M.
szulgai, and M. xenopi).

The phototherapeutic approaches described herein can be
combined with conventional antimicrobial therapies. For
example, in addition to exposing portions of the respiratory
tract to wavelengths of light, for sufficient periods of time
and at sufficient energy, to treat or prevent the infections, a
patient can also be administered a conventional antimicro-
bial agent. Examples of conventional antibiotic agents
include, but are not limited to, amikacin, tobramycin, gen-
tamicin, piperacillin, mezlocillin, ticarcillin, imipenem, cip-
rofloxacin, ceftazidime, aztreonam, ticarcillin-clavulanate,
dicloxacillin, amoxicillin, trimethoprim-sulfamethoxazole,
cephalexin, piperacillin-tazobactam, linezolid, daptomycin,
vancomycin, metronidazole, clindamycin, colistin, tetracy-
cline, levofloxacin, amoxicillin and clavulanic acid, Aug-
mentin, cloxacillin, dicloxacillin, cefdinir, cefprozil, cefa-
clor, cefuroxime, erythromycin/sulfisoxazole, erythromycin,
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clarithromycin, azithromycin, doxycycline, minocycline,
tigecycline, imipenem, meropenem, colistimethate/Colistin,
methicillin, oxacillin, nafcillin, carbenicillin, azlocillin, pip-
eracillin and tazobactam/Zosyn, cefepime, ethambutol,
rifampin, and meropenem.

These antibiotics can also be combined with compounds
that bind to or adsorb bacterial toxins, which can be par-
ticularly useful where bacterial toxins result in tissue dam-
age. By way of example, Pseudomonas aeruginosa produces
a variety of toxins that lead to cell lysis and tissue damage
in the host. Type 1II toxins include Exotoxin U (Exo U),
which degrades the plasma membrane of eukaryotic cells,
leading to lysis, phospholipase C (PLC), which damages
cellular phospholipids causing tissue damage and stimulates
inflammation, alkaline protease, which leads to tissue dam-
age, cytotoxin, which damages cell membranes of leuko-
cytes and causes microvascular damage, elastase, which
destroys elastin, a protein that is a component of lung tissue,
and pyocyanin, a green to blue water-soluble pigment that
catalyzes the formation of tissue-damaging toxic oxygen
radicals, impairs ciliary function, and stimulates inflamma-
tion. Examples of compounds that bind these toxins include
polyphenols and polyanionic polymers.

Antifungals can also be co-administered where the
microbe is a fungus. Representative antifungal agents which
can be used include fluconazole, posaconazole, virocona-
zole, itraconazole, echinocandin, amphotericin, and flucy-
tosine. The choice of an appropriate antifungal agent can be
made by a treating physician, and the following is a sum-
mary of fungal pulmonary infections and their treatments.

Histoplasmosis is caused by the fungus Histoplasma
capsulatum, and conventional treatment includes Itracona-
zole mild and chronic pulmonary disease, and Amphotericin
B (AmB) with itraconazole for moderate-to-severe histo-
plasmosis.

Blastomycosis is caused by Blastomyces dermatitidis, and
conventional treatment includes itraconazole for mild-to-
moderate disease and liposomal AmB (L.-AmB) followed by
itraconazole for life-threatening pulmonary infections.

Sporotrichosis is caused by Sporothrix schenckii, and
conventional treatment for mild-to-moderate pulmonary dis-
ease requires itraconazole, whereas AmB followed by itra-
conazole is recommended for severe disease.

Coccidioidomycosis is caused by Coccidioides immitis
and Coccidioides posadasii. Immunocompetent infected
hosts may not require treatment, but immunocompromised
patients are treated with fluconazole or itraconazole, and, in
serious cases with AmB, followed by an azole. Opportunis-
tic fungal infections primarily cause infections in patients
who tend to be immunocompromised through a congenital
or acquired disease process. Representative opportunistic
infections are discussed below.

Aspergillosis is caused by Aspergilli, and the associated
disorders include invasive pulmonary aspergillosis (IPA),
chronic necrotizing aspergillosis, Aspergilloma, and allergic
bronchopulmonary aspergillosis. Conventional treatments
for IPA include voriconazole, lipid-based AmB formula-
tions, echinocandins, and posaconazole.

Cryptococcosis is an opportunistic infection seen in
immunocompromised individuals, including HIV or AIDS
patients and organ-transplant recipients. Conventional treat-
ments include AmB, with or without flucytosine, followed
by oral fluconazole. For immunosuppressed or immunocom-
petent patients exhibiting mild-to-moderate symptoms, flu-
conazole therapy is recommended.

Candidiasis can be caused when lung parenchyma
become colonized with Candida species. Many critically ill
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patients are empirically treated with broad-spectrum antibi-
otics. Further clinical deterioration and lack of improvement
in these cases suggest the initiation of empiric antifungal
therapy. Triazole antifungals and echinocandins exhibit
excellent lung penetration, so, in addition to AmB formu-
lations, can be used to treat pulmonary candidiasis.

Mucormycosis often occurs in patients with diabetes
mellitus, organ or hematopoietic stem cell transplant, neu-
tropenia, or malignancy. Pulmonary mucormycosis is pri-
marily observed in patients with a predisposing condition of
neutropenia or corticosteroid use. Due to fungal adherence
to and damage of endothelial cells, fungal angioinvasion,
vessel thrombosis, and successive tissue necrosis, conven-
tional antifungal agents have a difficult time penetrating
through the lung tissue. For this reason, conventional treat-
ment includes debridement of necrotic tissue and antifungal
therapy, using AmB formulations, posaconazole, and iron
chelation therapy

Pneumocystis jirovecii Pneumonia (PCP) occurs in
patients with HIV/AIDS, hematologic and solid malignan-
cies, organ transplant, and diseases requiring immunosup-
pressive agents. PCP is extremely resistant to common
antifungal therapy, including AmB formulations and triazole
antifungals, but can be treated with Trimethoprim/sulfame-
thoxazole. Second-line agents primaquine plus clindamycin,
atovaquone, IV pentamidine, or dapsone.

The antifungal agents identified herein can be co-admin-
istered with the phototherapy approaches described herein.
However, the use of phototherapy can lessen the duration of,
and/or increase the efficacy of, such antifungal treatments.
When the patient has a viral pulmonary infection, conven-
tional antiviral agents used for such viruses can be admin-
istered. The selection of antivirals typically depends on the
viral infection being treated. Influenza virus is typically
treated with oseltamivir (Tamiflu), zanamivir (Relenza), or
peramivir (Rapivab), and RSV with ribavirin (Virazol).
Coronavirus is also being treated with Tamiflu, ribavirin,
certain anti-HIV compounds, and certain interferons, includ-
ing Betaferon, Alferon, Multiferon, and Wellferon.

The process parameters and sequence of the steps
described and/or illustrated herein are given by way of
example only and can be varied as desired. For example,
while the steps illustrated and/or described herein may be
shown or discussed in a particular order, these steps do not
necessarily need to be performed in the order illustrated or
discussed. The various exemplary methods described and/or
illustrated herein may also omit one or more of the steps
described or illustrated herein or include additional steps in
addition to those disclosed.

It is contemplated that any of the foregoing aspects,
and/or various separate aspects and features as described
herein, may be combined for additional advantage. Any of
the various embodiments as disclosed herein may be com-
bined with one or more other disclosed embodiments unless
indicated to the contrary herein.

Those skilled in the art will recognize improvements and
modifications to the preferred embodiments of the present
disclosure. All such improvements and modifications are
considered within the scope of the concepts disclosed herein
and the claims that follow.

What is claimed is:

1. An illumination device comprising:

at least one light source configured to emit light with a

radiant flux and a peak wavelength in a range of 410
nanometers (nm) to 440 nm, wherein the at least one
light source is arranged to irradiate the light on tissue
within a body cavity;
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a lightguide configured to receive the light from the at

least one light source; and

a light guide positioner that is configured to secure the

light guide for providing the light to the tissue within
the body cavity, wherein the light guide extends
through the light guide positioner and the light guide
positioner is configured to reside at least partially
within the body cavity to index a portion of the light
guide deeper into the body cavity than the light guide
positioner;

wherein the body cavity is an oral cavity and the light

guide positioner comprises a biting surface, a first
protrusion that extends from only a first portion of the
biting surf ace that is above the light guide, and a
second protrusion that extends from only a second
portion of the biting surface that is below the light
guide, the first and second protrusions configured to
engage with back surfaces of teeth within the oral
cavity such that the light guide positioner expands the
oral cavity.

2. The illumination device of claim 1, wherein the at least
one light source, the light guide, and the light guide posi-
tioner are arranged to provide an irradiance to the tissue such
that a value of the radiant flux in milliwatts (mW) is in a
range from 5 to 20 times greater than the irradiance in
milliwatts per square centimeter (mW/cm?) when the irra-
diance is in a range from 5 mW/cm? to 200 mW/cm?.

3. The illumination device of claim 2, wherein the irra-
diance is in a range from 45 mW/cm® to 80 mW/cm?>.

4. The illumination device of claim 2, wherein the irra-
diance is up to 45 mW/cm? when the at least one light source
is positioned at a distance of 96 mm from the tissue.

5. The illumination device of claim 2, wherein the irra-
diance is up to 60 mW/cm? when the at least one light source
is positioned at a distance of 83 mm from the tissue.

6. The illumination device of claim 2, wherein the irra-
diance is up to 80 mW/cm? when the at least one light source
is positioned at a distance of 70 mm from the tissue.

7. The illumination device of claim 1, wherein the light is
configured to induce a biological effect at the tissue, wherein
the biological effect comprises at least one of altering a
concentration of one or more pathogens and altering growth
of the one or more pathogens.

8. The illumination device of claim 7, wherein the one or
more pathogens comprise at least one of a virus, a bacteria,
and a fungus.

9. The illumination device of claim 8, wherein the virus
comprises SARS-CoV-2.

10. The illumination device of claim 7, wherein the
biological effect further comprises at least one of upregu-
lating a local immune response within the body cavity,
stimulating at least one of enzymatic generation of nitric
oxide to increase endogenous stores of nitric oxide, and
releasing nitric oxide from endogenous stores of nitric
oxide.

11. The illumination device of claim 7, wherein irradiat-
ing the light on the tissue within the body cavity comprises
administering a dose of light with a light therapeutic index
in a range from 2 to 250, the light therapeutic index being
defined as a dose concentration that reduces tissue viability
by 25% divided by a dose concentration that reduces cellular
percentage of the one or more pathogens by 50%.

12. The illumination device of claim 1, wherein the light
guide positioner comprises a mouthpiece that is configured
to engage with one or more surfaces of an oral cavity of a
user and the tissue comprises tissue of the oropharynx.
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13. The illumination device of claim 12, wherein the
mouthpiece comprises one or more bite guards for protect-
ing and securing the light guide.

14. The illumination device of claim 12, further compris-
ing a tongue depressor that is configured to depress the
user’s tongue for providing the light to the oropharynx,
wherein the tongue depressor is formed by a portion of the
light guide.

15. The illumination device of claim 1, wherein irradiat-
ing the light to the tissue within the body cavity comprises
administering a dose of light in a range from 0.5 joules per
square centimeter (J/cm?) to 100 J/cm?.

16. The illumination device of claim 1, wherein the light
guide and the light guide positioner are parts of a single
structure.

17. The illumination device of claim 1, wherein the light
guide comprises a hollow core and the first protrusion and
the second protrusion that are arranged on opposing sides of
the hollow core to expand the oral cavity.

18. An illumination device comprising:

at least one light source arranged to emit light with a

radiant flux; and
a mouthpiece that is configured to engage with one or
more surfaces of an oral cavity to expand the oral
cavity, wherein the mouthpiece comprises a biting
surface and a first protrusion that extends from only a
first portion of the biting surface at a top of the
mouthpiece and a second protrusion that extends from
only a second portion of the biting surface at a bottom
of the mouthpiece, the first and second protrusions
configured to engage with back surfaces of teeth within
the oral cavity;
wherein the at least one light source and the mouthpiece
are arranged to provide the light to tissue of an oro-
pharynx with an irradiance and the at least one light
source and the mouthpiece are configured such that one
or more portions of the light travel along a direct path
from the at least one light source to the tissue of the
oropharynx with an angle of incidence of 90 degrees
with a tolerance of plus or minus 10 degrees; and

wherein the at least one light source is configured to be
positioned outside the oral cavity.

19. The illumination device of claim 18, wherein the at
least one light source is configured to be positioned at a
distance from the tissue of the oropharynx that is in a range
from 70 millimeters (mm) to 96 mm to provide the irradi-
ance.

20. The illumination device of claim 19, wherein the
irradiance is no more than 80 mW/cm® when the distance is
70 mm from the tissue of the oropharynx.

21. The illumination device of claim 18, wherein the light
is configured to induce a biological effect at the oropharynx,
wherein the biological effect comprises at least one of
altering a concentration of one or more pathogens and
altering growth of the one or more pathogens.

22. The illumination device of claim 21, wherein the one
or more pathogens comprise at least one of a virus, a
bacteria, and a fungus.

23. The illumination device of claim 21, wherein the one
or more pathogens comprise coronaviridae.

24. The illumination device of claim 18, further compris-
ing a light guide that is configured to receive the light from
the at least one light source.

25. The illumination device of claim 24, wherein the
mouthpiece comprises one or more bite guards for protect-
ing and securing the light guide.
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26. The illumination device of claim 24, wherein the
mouthpiece and the light guide are parts of a single structure.
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